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Introduction 

by  James  Jennings 

The  Summer  1995  issue  of  the  Trotter  Review,  "Public 
Health  and  Communities  of  Color:  Challenges  and 
Strategies,"  provides  a  range  of  essays  and  two  personal 
commentaries  on  facets  of  public  health,  race,  and  ethnicity 
in  urban  America.  The  essays  are  written  by  scholars  and 
activists  familiar  with  public  health  and  issues  of  race, 
access,  and  diversity.  The  first  article  is  the  Executive 
Summary  of  the  Institute  of  Medicine's  national  report, 
Balancing  the  Scales  of  Opportunity:  Ensuring  Racial  and 
Ethnic  Diversity  in  Health  Professions.  This  report  focuses 
on  the  problem  of  underrepresentation  of  Blacks,  Latinos, 
and  Native  Americans  in  the  health  professions  in  this 
country.  The  authors  of  this  report  explain  why 
underrepresentation  presents  a  serious  problem  to  the 
quality  of  health  in  communities  of  color.  The  Executive 
Summary  highlights  strategies  and  suggestions  for 
encouraging  greater  numbers  of  Black,  Latino,  and  Native 
American  students  to  consider  careers  in  health.  Special 
thanks  are  extended  to  Dr.  M.  Alfred  Haynes  for  chairing 
the  Task  Force  that  produced  this  timely  report,  and  to  Dr. 
Marion  Ein  Lewin,  the  staff  director  of  the  Task  Force,  for 
working  with  us  in  reproducing  the  Executive  Summary. 

The  article  by  clinical  psychologist  Dr.  Castellano 
Turner  describes  an  ongoing  effort  that  is  co-sponsored  by 
the  Trotter  Institute,  the  Medical  School  of  the  University 
of  Massachusetts,  the  Massachusetts  Department  of  Mental 
Health,  and  several  community  organizations.  The  Minority 
Mental  Health  Research  Center  was  established  under  the 
auspices  of  these  organizations  in  order  to  foster  and 
sponsor  research  and  public  service  activities  focusing  on 
health  challenges  faced  by  communities  of  color.  But,  very 
importantly,  such  activities  are  being  pursued  in  ways  that 
encourage  responses  that  are  based  on  collaborative  and 
cooperative  strategies  linking  Black,  Latino,  and  Asian 
communities.  Dr.  Turner  provides  a  history  of  the 
establishment  of  this  Center. 

Ms.  Gemima  Remy  examines  the  cultural  biases  that  are 
built  into  mental  health  systems  and  services  provided  to 
ethnic  minorities  and  immigrant  groups.  Perceptively,  she 
argues  that  standards  of  ethics  that  are  presumably  an 
important  part  of  the  health  professions  should  serve  as  a 
basis  and  license  to  challenge  obstacles  to  greater  access 
and  quality  of  services  for  these  groups. 

The  article  by  Dr.  Marcia  Wells-Lawson  reviews  some 
of  the  racial  disparities  in  the  health  status  of  women.  The 
author  agrees  that  poverty  and  its  effects  explain  a 
significant  part  of  racial  disparities.  She  adds  that  many 
poor  and  Black  women  are  uninsured  or  underinsured, 
representing  a  serious  problem  for  society.  Another 
problem  faced  by  poor  and  Black  women  is  their  lack  of 
access  to  health  information.  And  even  when  such 
information  is  available  it  can  be  culturally-irrelevant,  thus 
not  utilized  fully  by  this  sector.  Some  of  Dr.  Wells- 
Lawson's  concerns  echo  those  in  previous  articles. 


The  article  by  Drs.  Deborah  Prothrow-Stith  and  Eric 
Whitaker  illustrates  that  politics  and  institutional 
accountability  are  vital  elements  of  effective  public  health 
strategies.  The  authors  utilize  a  case  study  in  Boston  to 
argue  that  resident  and  client  control  over  public  health 
policies  and  their  implementation  should  be  seriously 
considered  by  health  and  medical  officials  interested  in 
improving  services  in  poor  and  working  class  communities. 

Dr.  Clive  O.  Callender  and  his  colleagues  identify  an 
issue  that  is  not  as  salient  as  it  should  be  in  communities  of 
color:  organ  and  tissue  transplantation.  The  authors  believe 
that  minority  communities  must  become  more  aware  of  the 
nature  of  this  public  issue.  They  propose  an  education 
program  that  provides  information  about  this  issue  and  lays 
the  foundation  for  a  national  strategy  aimed  at  equity  in  the 
attainment  of  organ  transplants  and  related  services. 

The  article  which  follows,  by  Ms.  Saskia  Wilhelms,  also 
raises  the  issue  of  equity  and  access  of  health  services  for 
minority  communities.  She  illustrates  similarities  between 
conditions  characteristic  of  Blacks,  Latinos,  and  Asians 
described  by  other  authors  in  this  journal,  with  people  of 
color  in  other  countries.  While  Wilhelms'  article  suggests 
the  critical  importance  of  access  to  quality  care  and  to 
comprehensive  information  that  is  culturally-relevant,  she 
also  feels  that  patients  and  people  in  poor  and  working- 
class  communities  of  color  must  develop  strategies  to  hold 
accountable  officials  and  institutions  responsible  for 
decision  making  involving  the  quality  of  public  health. 
Wilhelms  proposes  that  "user  fees,"  albeit  at  a  very  small 
level,  might  serve  to  encourage  educationally  and 
economically  disadvantaged  groups  to  heighten  their  sense 
of  ownership  and  control  over  health  policies  and  practices. 

The  next  two  articles  focus  on  one  of  the  most  serious 
health  problems  in  communities  of  color — AIDS.  Both 
essays  are  based  on  the  work  of  two  activists  with  many 
years  of  experience  in  the  field  of  public  health.  Mr.  Ron 
Armstead  utilizes  his  work  in  the  veteran  community  to 


suggest  how  some  communities  of  color  have  joined  forces 
together  to  work  toward  one  common  goal:  addressing  the 
effects  of  HIV/AIDS  in  communities  of  color.  While 
Roland  focuses  on  efforts  in  New  York  state,  Armstead 
highlights  an  effort  in  Massachusetts. 

Ms.  Lisa  Roland,  a  public  health  planner  and  educator, 
with  experience  in  Black  and  Latino  communities  in  the 
U.S.,  and  in  the  Dominican  Republic,  offers  some  thoughts 
about  the  need  for  coalition  building  between  the 
communities  of  color  in  order  to  advance  the  public's 
understanding  of  this  problem.  She  feels  that  coalitions 
represent  a  critical  element  for  successful  community 
strategies  aimed  at  AIDS  prevention. 

Dr.  Frederick  G.  Adams'  article,  "Warning:  Urban 
Living  May  Be  Hazardous  to  Your  Health — A  Personal 
Perspective,"  is  a  short  commentary  based  on  his 
experiences  in  one  of  the  poorest  cities  in  America.  Despite 
overwhelming  poverty,  Dr.  Adams  proposes  that  raising  the 
public  conscience  about  health  hazards,  and  how  to  avoid 
them,  as  well  as  involving  the  participation  of  political 
leadership  in  Black  communities,  can  reduce  some  level  of 
danger  for  individuals  in  these  places.  He  proposes  a  model 
with  personal,  and  policy  components,  that  could  make 
urban  living  less  hazardous. 

The  brief  commentary  by  Dr.  Harold  Horton  addresses 
the  issue  of  significantly  low  representation  of  people  of 
African  descent  in  the  medical  field.  This  is  a  major 
problem  also  identified  in  this  issue's  lead  article.  Dr. 
Horton  highlights  the  phenomenal  efforts  of  one  individual 
at  Xavier  University.  This  school,  due  to  the  efforts  of 
highly  committed  individuals  and  educators  working  with 


relatively  little  resources,  has  become  one  of  the  leading 
universities  in  the  nation  in  terms  of  placing  Blacks  into 
medical  schools. 

Collectively,  the  articles  and  commentaries  presented 
here  propose  several  themes  and  concepts  related  to 
improving  health  policies  and  services  in  some 
communities  of  color:  access  and  diversity  through 
recruitment  of  minority  professionals  into  health 
professions;  cultural  awareness;  community-based 
participation  in  decision  making  related  to  public  health; 
institutional  accountability  and  responsibility;  and,  personal 
commitment  on  the  part  of  individual  educators.  These 
ideas  should  be  reflected  in  policymaking  and 
implementation  of  public  health  services  in  communities  of 
color  in  this  country.  It  is  these  kinds  of  components  that 
will  considerably  improve  the  heath  status  in  these 
communities. 

We  hope  that  our  readers  find  this  issue  of  the  Trotter 
Review  as  informative  and  insightful  as  previous  ones. 
Special  thanks  are  extended  to  The  Robert  Wood  Johnson 
Foundation  for  sponsoring  the  publication  of  this  issue.  We 
also  thank  Dr.  Stephanie  Athey  and  Melissa  Davis  for  their 
assistance  in  proofreading  this  issue.  Suggestions  about 
future  topics,  or  reactions,  are  welcomed.  Please  feel  free  to 
contact  our  publications  manager,  Ms.  Kimberly  Moffitt, 
with  your  ideas. 


James  Jennings,  Ph.D.  is  director  of  the  Trotter  Institute  and 
professor  of  political  science  at  UMass  Boston.  He  is  the 
author  of  a  number  of  books,  including  Blacks,  Latinos,  and 
Asians  in  Urban  America  and  Understanding  the  Nature  of 
Poverty  in  Urban  America. 


EXECUTIVE 
SUMMARY 

Prepared  by 
Institute  of  Medicine 
Marion  Ein  Lewin  and 
Barbara  Rice,  Editors 

Background 

The  underrepresentation  of  minorities  in  the  health  and 
other  professions  has  long  cast  a  shadow  over  our  nation's 
efforts  to  develop  a  more  representative  and  productive 
society.  Many  laudable  and  durable  programs  nave  been 
developed  over  the  past  20  years  to  enlarge  the  presence 
of  minorities  in  health  careers,  but  these  efforts  have  been 
unable  to  develop  the  infrastructure  and  momentum  to 
produce  and  sustain  an  adequate  number  of  minority 
professionals  among  the  ranks  of  America's  clinicians, 
researchers,  and  teachers.  While  there  has  been  an 
increase  in  the  numbers  of  African  Americans,  Hispanics 
and  Native  Americans  enrolled  in  professional  schools 
during  the  past  decade,  this  increase  remains  well  below 
their  representation  in  the  population.  Minorities  in  the 
health  professions  are  more  underrepresented  today  than 
15  years  ago. 

In  1992,  underrepresented  minorities  in  medical 
schools  reached  10.3  percent  of  total  enrollment, 
reflecting  a  hopeful  upward  trend  after  many  years  of 
thwarted  progress.  Nevertheless,  these  groups  represent 
over  22  percent  of  the  U.S.  population,  a  percentage  that 
is  expected  to  grow  to  25  percent  by  the  year  2000. 
Underrepresentation  is  even  more  disturbing  when  one 
looks  at  the  small  number  of  minorities  among  the 
nation's  health  professions  faculty  and  researchers.  The 
percentage  of  underrepresented  medical  school  minority 
faculty  in  1992  was  3.5  percent;  only  one-third  of  U.S. 
medical  schools  have  4  percent  or  more  of  their  faculty 
who  are  underrepresented  minorities. 

These  concerns  are  not  new.  For  more  than  25  years, 
many  individuals  and  institutions  have  shared  a  common 
vision  for  enhancing  the  participation  of  minorities  in  all 
aspects  of  health  care,  and  many  resources  have  been 
directed  toward  achieving  this  goal.  Major  social  forces 
and  strong  political  leadership  helped  to  bring  about  the 
increases  in  minority  enrollment  in  the  health  professions 
that  began  in  1968.  At  that  time,  the  climate  of  the  Civil 
Rights  Era  and  economic  prosperity  in  the  United  States 
converged,  and  the  nation  seemed  poised  to  commit  itself 
to  overcoming  the  barriers  to  full  participation  by 
minorities  in  the  health  professions. 


The  promise,  however,  was  not  fulfilled.  Progress  in 
matriculating  minorities  came  to  a  virtual  halt  in  the  mid- 
1970s,  particularly  in  medicine,  which  had  been  at  the 
forefront  of  earlier  efforts  to  educate  minorit)  students. 

No  one  can  point  to  the  sole  reason  tor  the  persistent 

underrepresentation  and  stalled  progress  that  began  in  the 

late  1970s.  Some  of  the  loss  of  momentum  has  been 
attributed  to  a  slower  economy,  rising  deficits,  a 
diminished  domestic  agenda,  and  declining  interest  in 
providing  educational  support  in  the  form  of  scholarships 
to  minority  students — in  part  a  response  to  a  broadly 
publicized  study  produced  in  the  hJNOs.  which  predicted 
an  oversupply  of  health  care  professionals  by  the  year 
2000. 

Minority  students  also  report  an  insidious  set  of  less 
tangible  barriers — both  academic  and  social — that  stood 
in  the  way  of  educational  advancement  and  the  pursuit  of 
a  health  professions  career:  denial  of  access  to  quality 
education;  teachers  who  expect  too  little  of  students:  anti- 
intellectual  peer  pressure;  and  a  cultural  gap  between  the 
world  of  study  and  that  of  their  families  and 
neighborhoods.  Even  significant  efforts  by  government 
agencies,  leading  foundations,  and  a  number  of  committed 
institutions  were  not  successful  in  building  the 
institutional  and  academic  infrastructure  necessary  to 
eliminate  the  gap  between  vision  and  reality.  Past  efforts 
have  yielded  only  marginal  gains,  occasional  snapshots  of 
steps  forward  that  have  not  developed  into  a  lasting 
picture  of  significant  and  sustained  progress. 

Today  the  issue  of  revitalizing  the  agenda  for 
broadening  the  landscape  of  minority  participation  in 
health  careers  has  a  new  urgency  and  relevance  that  go 
beyond  past  calls  for  social  equality  and  justice. 
Compelling  demographic  trends  alone  speak  to  the  value 
and  wisdom  of  broadening  educational  opportunities  for 
minorities  to  pursue  careers  in  medicine  as  well  as  other 
professional  callings  that  contribute  so  much  to  a  nation's 
strength  and  productivity.  Minorities  are  increasing  faster 
than  the  rest  of  the  population.  By  the  year  2020,  40 
percent  of  America's  youth  will  be  members  of  minority 
groups.  Policymakers  have  expressed  concern  about 
future  productivity  across  most  U.S.  industries,  including 
health,  unless  we  can  adopt  policies  that  support  the 
development  of  human  resources  within  our  increasingly 
diverse  ethnic  populations. 

Mounting  social  and  political  pressures  in  support  of- 
major  reform  of  the  nation's  health  care  system  add  yet 
another  dimension  of  timeliness  and  urgency  to  the  issue 
of  enhanced  minority  representation  in  clinical  practice 
and  teaching.  Some  of  the  most  serious  deficiencies  in  our 
current  health  care  enterprise  are  reflected  in  the  growing 
disparity  in  health  status  between  minority  and  majority 
populations.  While  a  host  of  factors — socioeconomic. 
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genetic,  cultural,  and  institutional — determine  an 
individual's  health  status  and  use  of  health  care  services,  a 
starting  point  to  improving  minority  access  may  be  to 
increase  the  supply  of  minority  physicians.  Data  and 
information  do  illustrate  that  minority  physicians  show  a 
greater  tendency  to  practice  in  their  communities  or  other 
underserved  areas.  Further,  minorities  practicing 
medicine,  teaching  classes,  and  conducting  research  with 
other  health  professionals  can  lead  to  more  empathetic 
communication  and  health  care  for  minority  patients  and 
patients  in  general.  Indeed,  the  Clinton  administration's 
plan  for  health  care  reform  calls  for  the  "creation  of  a  new 
health  workforce"  and  enhanced  investment  in  "recruiting 
and  supporting  the  education  of  health  professionals  from 
population  groups  underrepresented  in  the  field."  There  is 
every  indication  that  any  reform  strategy  will  provide 
incentives  for  enlarging  the  ranks  of  primary  caregivers, 
nurses,  and  allied  health  professionals  who  enter 
community  practice,  a  focus  that  represents  promising 
career  opportunities  for  minorities. 

Within  this  context  of  dynamic  and  exciting  change, 
the  committee  saw  a  bright  opportunity  to  assess  past 
programs  and  policies  in  order  to  identify  those  strategies 
that  can  help  lead  to  a  more  effective  and  sustained 
agenda  for  enhancing  the  participation  of  minorities  in  the 
health  professions.  To  meet  the  needs  for  health  care, 
education,  and  research  in  an  increasingly  diverse  society, 
the  committee  tried  to  formulate  a  strategy  that  would 
ensure  significant  growth  and  a  continuous  supply  of 
minority  health  professionals.  The  committee  discussed  a 
future  health  professions  workforce  that  looks  more  like 
America,  where  clinicians,  researchers,  and  teachers 
increasingly  reflect  the  cultural  and  ethnic  diversity  that 
has  contributed  so  much  to  our  nation  and  holds  the  key  to 
its  future.  The  committee  approached  the  study  from  the 
perspective  of  enriching  the  current  and  future  ethnic  mix 
of  health  professionals  rather  than  adding  to  the  overall 
numbers. 

Major  Findings  and  Recommendations 

The  committee's  major  findings  and  recommendations 
focus  on  the  need  for  a  more  systematic,  strategic,  and 
sustained  approach  to  ensure  the  continuous  flow  of 
minority  students  qualified  to  choose  careers  in  the  health 
professions.  Any  substantial  improvement  in  minority 
health  professions  school  enrollment  can  occur  only  if  the 
pipeline  is  broadened  and  more  minority  students  are 
given  the  opportunity  for  solid  academic  preparation  in  a 
supportive  environment,  beginning  even  before  high 
school. 

Findings 

•  A  critical  aspect  of  the  committee 's  findings  points  to 
the  need  to  place  greater  emphasis  on  the  "throughput" 
of  the  educational  process  and  on  programs  that  will 
significantly  increase  the  number  of  minorities  prepared 
academically  to  pursue  careers  in  medicine  and  science. 

The  goal  must  be  to  recruit  minority  students  to  science 
early  and  to  maintain  and  support  them  as  they  pass 


through  the  pipeline  so  that  they  are  better  prepared  for 
admission  to  professional  training,  thus  ensuring  that  they 
will  graduate  and  be  well  established  toward  a 
professional  career. 

A  fundamental  cause  of  the  underrepresentation  of 
minorities  in  the  health  professions  is  an  inadequate 
number  of  academically  qualified  and  nearly  qualified 
students  interested  in  health  careers.  Many  past  programs 
and  strategies  have  relied  too  heavily  on  supplementary 
enrichment  and  recruiting  programs  for  advanced 
premedical  and  postgraduate  students.  They  have  failed  to 
address  the  root  cause — the  need  to  develop  the  applicant 
pool  at  earlier  stages  of  the  educational  process.  Further,  a 
greater  presence  of  minorities  in  clinical  practice  and 
research  will  not  be  achieved  by  looking  at  the  field  of 
medicine  alone.  Sustained  and  concerted  strategies  to 
enlarge  the  pool  must  include  the  other  health  professions 
as  well,  including  dentistry,  optometry,  pharmacy, 
podiatric  medicine,  veterinary  medicine,  nursing,  and  the 
growing  field  of  allied  health. 

•  The  committee  calls  for  the  development  of 
intervention  programs  that  emphasize  more  systematic, 
integrated  strategies  to  ensure  a  continuous  flow  of 
minority  students  qualified  to  choose  careers  in  the  health 
professions. 

Only  by  moving  away  from  ancillary  activities  aimed 
at  helping  students  survive  the  current  educational  climate 
to  changing  the  climate  in  which  students  are  educated, 
can  we  significantly  affect  the  participation  of  minorities 
in  health  science  careers.  Collaboration  and  linkages 
among  all  levels  of  the  institutions  and  organizations 
related  to  the  educational  process  must  characterize  future 
efforts  to  increase  minority  participation  in  the  health 
professions.  Improvements  at  each  point  affect  all  other 
points.  The  weak  links  among  elementary  school,  high 
school,  college,  and  graduate  school  place  our  students  at 
greatest  risk. 

•  The  committee  encourages  education  reform  that 
stresses  a  strong  science  and  math  foundation. 

In  recent  years  it  has  become  clear  that  the  quality  and 
quantity  of  mathematical  and  science  instruction  given  to 
students  throughout  their  academic  lives  determine  how 
prepared  they  will  be  for  science-based  careers.  Data 
show,  however,  that  students  of  all  races  filter  out  of 
science  and  math,  so  that  only  a  fraction  of  interested  high 
school  students  go  on  to  earn  advanced  degrees  in  these 
disciplines.  The  minority  pipeline,  smaller  to  begin  with, 
narrows  even  more  sharply  than  that  of  the  total 
population.  To  reverse  this  trend,  effective  strategies  must 
focus  on  making  science  and  mathematics  more 
accessible  to  all  students,  especially  to  minorities  and 
women.  Establishing  these  competencies  early  in  the 
educational  process  will  help  develop  a  cadre  of 
minorities  qualified  to  exercise  choices  about  professional 
health  career  paths,  including  those  of  clinical  practice, 
teaching,  and  research.  The  committee  also  sees  the  need 
to  create  a  more  inclusive  academic  environment  for  math 
and  science  training,  one  that  incorporates  the 
understanding  and  appreciation  of  diversity  as  part  of  the 


effective  teaching  of  these  disciplines.  The  committee 

feels  strongly  that  faculty  members  teaching  science  must 
be  convinced  that  recruiting  minority  students  to  math  and 
science,  not  weeding  them  out,  is  a  major  priority. 

•  The  committee  urges  a  shift  in  perspective  to  an 
achievement  model  for  minority  education  throughout  the 
pipeline.  To  address  current  deficits,  all  educational 
institutions  must  set  specific  goals  and  implementation 
plans  for  inclusion  and  excellence. 


The  importance  of  encouraging  minorities 
to  reach  for  lofty  goals  and  giving  them 
the  confidence  to  achieve  them  cannot 
be  overstated. 


Only  when  significant  value  is  placed  on  excellence 
and  achievement  can  effective  strategies  and  programs  be 
realized.  A  growing  call  for  excellence  should  join  with 
goals  of  racial  diversity  and  access.  As  the  face  of 
America's  population  changes,  it  is  no  longer  appropriate 
to  define  quality  and  excellence  in  education  separate 
from  the  need  to  prepare  students  for  the  complex 
economic,  social,  educational,  and  cultural  issues  they 
will  face  in  the  world  of  work,  family,  and  community. 
The  importance  of  encouraging  minorities  to  reach  for 
lofty  goals  and  giving  them  the  confidence  to  achieve 
them  cannot  be  overstated. 

•  The  committee  advocates  that  reform  agendas  and 
change  agents  at  all  levels  include  an  appreciation  of 
cultural  diversity,  in  ways  that  are  guided  by  genuine 
respect  for  students'  varying  backgrounds,  talents,  and 
learning  styles. 

All  programs  directed  at  broadening  the  educational 
pipeline  must  do  a  better  job  at  reaching  out  to  students, 
parents,  and  communities  of  all  racial  and  ethnic  groups. 
Schools  need  to  mount  specific  efforts  directed  at  creating 
and  fostering  attractive  oases  of  learning  and 
environments  more  conducive  to  granting  respect — the 
real  heart  of  multiculturalism  and  diversity. 

•  The  committee  believes  that  the  critical  role  of 
mentoring,  with  its  proven  track  record  of  helping 
minorities  pursue  their  aspirations  and  achieve  their 
career  goals,  deserves  to  be  more  highly  valued  and  to 
become  a  structured  component  of  programs  dedicated  to 
a  larger  presence  of  minorities  in  the  health  professions. 

Minorities  who  have  stayed  the  educational  course 
often  credit  someone — a  parent,  a  teacher,  or  mentor — for 
helping  them  to  succeed.  In  assessing  past  efforts,  the 
committee  concluded  that  two  critical  components  of 
successful  programs  are  good  teaching  and  mentoring, 
applied  in  a  systematic  way  to  students  of  all  ages.  Long- 
term  mentoring  commitments  require  a  solid  program 
infrastructure  at  the  institutional  level.  In  order  not  to 
place  an  undue  mentoring  burden  on  a  few  individuals 
within  an  institution,  steps  might  be  considered  to  develop 
a  mentor-rich  environment  that  will  bring  minority  youths 
into  open,  trusting  relationships  with  a  variety  of  role 


models  and  supportive  professionals. 

•  The  committee  believes  thai  educational  institutions 
at  all  levels  niusi  promulgate  the  principle  dial  "smart 
isn't  something  you  are,  it's  something  \ou  can  heionie.  " 

A  growing  body  of  literature  shows  that  intellectual 
development  is  not  dependent  on  special  innate  gills,  but 
is  more  the  result  of  hard  work  and  organized  effort  The 
achievement  gap  in  math  and  science  is  unlikely  to 
diminish  until,  among  other  things,  there  are  marked 
changes  in  the  attitudes  and  beliefs  of  parents  and  students 
about  education  and  the  contribution  of  hard  work  and 
effort  to  academic  success. 

•  The  committee  advocates  that  diversity  becomes 
prized  as  a  resource,  one  characterized  by  genuine 
respect  for  students'  varying  backgrounds,  talents,  and 
learning  styles. 

Diversity  should  be  seen  as  a  resource,  as  a  criterion 
for  excellence  as  our  nation  moves  to  a  new  stage  of 
economic  and  scientific  development.  All  programs 
directed  at  broadening  the  educational  pathway  must  do 
better  in  reaching  out  to  students,  parents,  and 
communities  of  all  racial  and  ethnic  groups.  Encouraging 
minorities  to  pursue  more  advanced  study  in  the  sciences 
will  require  improving  the  climate  of  the  classroom.  All 
students  must  be  made  to  feel  that  they  are  truly  valued 
and  that  they  can  achieve  academic  success.  This  includes 
valuing  their  culture  and  language,  and  appreciating  their 
individual  talents. 

•  A  national  priority  must  be  the  collection  of  better 
data  and  tracking  systems  to  measure  progress,  to  identify 
the  most  promising  and  effective  interventions,  as  well  as 
to  identify  those  that  are  not  working. 

Major  obstacles  can  be  eliminated  by  expanding  or 
replicating  existing  successful  intervention  models.  Yet. 
the  committee  found  that  only  a  few  programs  have  been 
rigorously  assessed  or  publicly  evaluated.  Nationwide 
there  are  successful  programs,  but  many  are  overlooked  as 
a  result  of  lack  of  documentation  and  publication.  There 
needs  to  be  increasing  emphasis  on  timely  dissemination 
of  evaluation  findings  in  a  format  that  can  be  used  by  all 
the  various  constituencies  involved  in  these  efforts. 

•  The  committee  suggests  that  federal  funding 
increasingly  reflect  the  importance  of  supporting 
programs  that  improve  the  size  and  quality  of  the  minority 
applicant  pool  by  focusing  on  earlier  interventions. 

A  cohesive,  strategic  framework  for  broadening  the- 
pipeline  for  minorities  in  the  health  professions  can  make 
more  effective  use  of  existing  resources.  Nevertheless,  the 
administration's  stated  objective  of  developing  a  more 
diverse  health  professions  workforce  as  a  key  component 
of  health  care  reform  and  broadening  access  will  require 
additional,  well-targeted  public  resources.  Federal  funds 
must  continue  to  be  made  available  to  those  schools  with 
demonstrated  excellence  in  educating  minority  students. 
Incentives  and  rewards  also  should  be  directed  at  those 
academic  health  science  centers  willing  to  develop 
concerted  efforts  to  increase  the  ranks  of  minority 
students  and  faculty. 

•  The  availability  of  good  student  financial  assistance 


must  be  ensured  through  public  and  private  sector 
scholarships. 

The  high  cost  of  medical  education  may  be  a  critical 
factor  constraining  the  size  of  the  minority  applicant  pool 
and  may  make  the  quicker  financial  rewards  of  other 
career  paths  more  attractive.  Outstanding  debt  for 
indebted  medical  school  graduates  has  grown 
significantly  over  the  past  15  years,  the  result  of  major 
tuition  increases  and  a  decline  in  the  availability  of 
scholarships.  To  the  extent  that  debt  is  an  economic  and 
psychological  burden,  medical  schools  may  be  in  the 
paradoxical  position  of  increasing  constraints  on  the  very 
students  they  seek  to  help. 

•  Resources  should  be  directed  at  faculty  development, 
curricular  revision,  and  program  support  for  success  in 
achieving  greater  minority  participation  at  the  university 
level. 

Successful  strategies  on  the  academic  level  require 
faculty  time,  initiative,  innovation,  and  leadership.  They 
require  resources  for  faculty  development,  curricular 
revision,  and  program  support,  as  well  as  meaningful 
incentives  for  faculty  who  participate.  While  universities, 
as  well  as  other  educational  institutions,  can  appeal  to  the 
humanitarian  impulses  of  faculty  by  asking  them  to  be 
more  alert  for  opportunities  to  improve  the  academic 
climate  for  minority  students  and  faculty,  the  committee 
feels  that  appeals  to  altruistic  values  work  best  when  they 
are  accompanied  by  rewards  and  sanctions. 

•  The  committee  believes  that  health  care  reform 
should  recognize  and  promote  opportunities  for  greater 
minority  participation  in  the  health  professions  and  for 
better  health  service  to  minority  populations. 

Developing  a  new  research  and  action  agenda  for 
enhancing  minority  participation  in  the  health  professions 
is  closely  related  to  some  of  the  most  desired  goals  of 
health  care  reform:  equity,  justice,  and  greater  economic 
productivity.  The  degree  to  which  these  goals  are  not  now 
being  achieved  is  apparent  through  the  continued,  striking 
differences  between  certain  minority  and  majority  groups 
for  all  of  the  key  health  status  indicators.  Increased 
diversity  of  health  professionals  has  the  potential  for 
leading  to  better  and  more  efficient  patient  care  for 
minorities.  Timely  access  and  strong  patient-provider 
relationships  may  lower  health  care  costs  through 
improving  patient  compliance,  decreasing  emergency 
room  episodes,  and  reinforcing  behavioral  and  lifestyle 
changes  that  reduce  or  eliminate  risk  factors,  such  as 
smoking  or  hypertension. 

•  The  committee  also  sees  an  urgent  need  to  attract 
minority  physicians  to  academic  medicine  and  research. 

The  career  pathways  of  practitioners,  researchers,  and 
teachers  are  essential  components;  they  should  not  be  in 
competition  with  each  other.  Underrepresentation  in  the 
health  profession  is  even  more  disturbing  when  one  looks 
at  the  paltry  number  of  minority  faculty  members  in 
medical  schools.  The  presence  of  a  minority  faculty 
member  in  a  leadership  position  provides  the  atmosphere 
conducive  to  the  recruitment,  development,  and  retention 
of  minority  staff  and  faculty. 


Minority  students  should  be  exposed  to  meaningful 
research  experiences  early  in  their  academic  careers,  as 
early  as  at  the  high  school  level.  Such  an  exposure  could 
broaden  the  pool  of  individuals  potentially  interested  in 
research  and  teaching  positions,  as  well  as  contribute  to 
success  in  the  health  professions.  Minority  researchers 
can  contribute  significantly  to  the  need  for  enhanced 
study  of  the  special  conditions  that  contribute  to  poor 
health  among  minorities. 

Recommendations 

Through  the  contributions  of  the  workshop 
participants,  the  committee  developed  six 
recommendations  it  feels,  if  followed,  will  lead  to  a 
strategic  action  and  research  agenda  for  increasing 
minority  participation  in  the  health  professions. 

•  The  committee  recommends  that  foundations, 
through  a  number  of  demonstration  projects,  sponsor 
communities  that  develop  their  own  comprehensive 
plan  for  systematic  reform  and  implement  a  dynamic, 
multifaceted  community  effort  directed  at  minority 
health  professions  training,  together  with  a  goals 
statement  and  implementation  plan. 

The  formal  education  system  alone  cannot  improve  the 
problem  of  persistent  minority  underrepresentation. 
Future  efforts  will  require  a  higher  level  of  support  among 
parents  and  all  community-based  leaders  and 
organizations  that  contribute  to  education,  health  careers, 
mentoring,  and  the  promotion  of  cultural  diversity.  Each 
community  must  become  a  place  where  learning  can 
happen,  a  place  that  produces  children  equipped  to  make  a 
wide  array  of  choices  and  to  succeed  in  the  choices  they 
make. 

The  committee  envisions  community  efforts  that 
involve  institutions  of  learning  from  elementary  schools 
through  graduate  training,  churches,  business  leaders, 
health  care  organizations  and  providers,  and  other  relevant 
stakeholders.  The  expectation  is  that  such  community- 
based  efforts  will  raise  the  quality  and  environment  for 
science  teaching,  attract  additional  resources,  and  make 
the  prospect  of  a  health  or  science  career  a  stimulating, 
awarding,  and  feasible  career  pathway.  A  significant 
component  of  the  community  initiative  would  be  a 
structured  grassroots  mentoring  program,  using  the 
economic,  financial,  and  social  leverage  of  minority  and 
nonminority  individuals  who  have  achieved  professional 
standing  in  their  neighborhoods.  The  committee  believes 
that  this  kind  of  coordinated  effort  can  bring  about  lasting 
changes  in  the  attitude  and  behavior  of  the  community. 

•  The  committee  recommends  that  a  national 
information  network  and  clearinghouse  be  developed 
that  provides  timely  information  activities  relevant  to 
minority  health  professionals. 

The  committee  believes  that  such  a  network  would 
prove  invaluable  to  students,  faculty,  and  administrators. 
The  use  of  electronic  media  and  interactive 
communications  to  disseminate  the  latest  data  about 
educational  opportunities,  special  programs,  and  financial 
aid  would  contribute  significantly  to  broadening  the 


8 


interest  and  information  base  in  this  area.  The  availability 
of  such  a  network  should  be  widely  advertised.  Students, 
faculty,  and  mentors  should  be  encouraged  not  only  to  use 
it,  but  also  to  contribute  to  ongoing  exchange  of 
information. 

•  The  committee  recommends  that  the  federal 
government,  the  foundation  world,  and  the  private 
sector  support  an  annual  workshop  and  ongoing 
activities  devoted  to  furthering  the  state  of  the  art  of 
mentoring  in  the  health  professions. 

Mentoring  has  proved  to  be  a  critical  component  of 
successful  voyages  through  the  health  professions 
educational  pipeline.  Numerous  mentoring  organizations 
now  exist,  many  of  them  engaged  in  efforts  that  have  met 
with  considerable  success.  However,  more  often  than  not, 
these  kinds  of  activities  are  thinly  funded.  Much  could  be 
gained  from  providing  an  enrichment  opportunity  for 
individuals  seriously  engaged  in  mentoring  to  meet  and 
learn  from  those  who  have  developed  especially  effective 
programs. 

Many  programs  have  been  established  as 
"additions  "  to  ongoing  efforts,  but  they  have 
never  become  apart  of  the  central,  sustained 
mission  of  these  institutions. 

•  The  committee  recommends  that  academic  health 
centers  set  a  higher  priority  toward  enhanced  minority 
participation  and  maintain  a  high  level  of  sustained 
commitment  to  this  goal.  The  committee  encourages 
academic  health  centers  to  forge  partnerships  with 
major  corporations  and  other  educational  entities 
targeted  to  building  programs  to  attract  and  support 
youths  interested  in  the  health  professions. 

Over  the  years,  many  of  the  nation's  academic  health 
centers  and  the  Association  of  Academic  Medical 
Colleges  (AAMC)  have  made  impressive  contributions  to 
advancing  minorities  in  the  health  careers.  Despite  these 
worthy  efforts,  however,  little  evidence  suggests  that  most 
medical  schools  have  developed  significant  priorities  and 
strategies  to  increase  minority  enrollment  and  faculty 
development.  Many  programs  have  been  established  as 
"additions"  to  ongoing  efforts,  but  they  have  never 
become  a  part  of  the  central,  sustained  mission  of  these 
institutions. 

If  the  leadership  of  a  medical  school  decides  to  make 


minority  enrollment  and  faculty  development  a  top 

priority,  thai  school  is  likely  to  improve  us  record  in  ilns 
area,  instituting  meaningful  incentives  and  sanctions  to 

promote  desired  outcomes,  assigning  Stafl  time,  and 
appointing  a  high-level  administrator  to  address  the  issue 
are  signs  that  institutions  are  serious  about  enhancing  the 
presence  of  minorities  in  the  nations  health  care 
enterprise. 

•  The  committee  recommends  that  community 
service  and  outreach  become  a  fourth  component  of  an 
academic  health  center's  mission,  in  addition  to 
teaching,  research,  and  patient  care.  Similarly,  the 
committee  joins  others  in  recommending  formal 
inclusion  of  some  level  of  community  service  among 
the  criteria  for  academic  recognition  and 
advancement,  in  addition  to  the  time-honored 
measures  of  scholarly  and  clinical  achievement. 

Academic  health  centers  increasingly  need  to  form 
community  partnerships  with  local  schools  and  colleges  to 
nurture  the  interest  and  to  develop  the  talents  of  students 
who  may  have  an  interest  in  health  careers.  This 
partnership  includes  the  need  to  study  health  and  illness  in 
the  community  setting.  Faculty  leading  and  joining  such 
efforts  often  gain  little  recognition  from  the  traditional 
academic  reward  systems.  Implementing  the  committee 
recommendations  would  rapidly  bring  to  academe  a  new 
sense  of  priority  for  community-based  initiatives. 

•  The  committee  calls  on  the  corporate  sector  to 
develop  and  support  multimedia  campaigns  to  attract 
youngsters  into  the  health  professions.  The  committee 
suggests  that  relevant  regulatory  organizations  within 
the  communications  industry  be  asked  to  establish  a 
timebank,  into  which  a  defined  percentage  of  all  radio 
and  TV  time  periods  be  deposited.  Its  objective  would 
be  to  reserve  a  portion  of  America's  public  voice  for 
social  priorities. 

The  imperative  to  enhance  diversity  in  the  health 
professions  needs  a  more  public  voice.  The  media  and 
their  leaders  have  a  key  role  to  play  in  creating  a  critical 
mass  of  support  for  turning  minority  youth  "on"  to 
science  and  careers  in  medicine.  Many  educators  have 
observed  that  children  are  born  scientists,  endlessly 
questioning  where  things  come  from  and  how  they  work. 
The  media  and  those  who  develop  advertising  campaigns 
can  help  educate  minority  youth  about  the  fun,  prestige, 
challenge,  and  rewards,  both  financial  and  emotional, 
associated  with  careers  in  science  and  medicine. 
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The 

Mental  Health 

Research  Center 

(MMHRC) 

by  Castellano  Turner 


Background 

African  Americans,  Asian  Americans,  Hispanic/Latino 
Americans,  and  Native  Americans  have  had  relatively  less 
access  to  the  resources  of  society  compared  to  white 
Americans.  These  resources  include  such  things  as 
educational  and  employment  opportunities,  political  and 
economic  power,  and  the  goods  and  services  that  a 
prosperous  society  can  produce.  Health  care  is  an 
important  resource  to  which  access  is  not  equal  for  all 
groups.  African  Americans  and  other  ethnic  minority 
groups  are,  by  most  indices  of  health  care  access  and 
utilization,  underserved.  Mental  health  services,  in 
particular,  have  been  shown  to  be  less  available  to  ethnic 
minority  populations.  Jones  and  Korchin,  and  Turner  and 
Kramer,  have  demonstrated  that,  although  the  needs  for 
mental  health  services  are  predictably  greater  among 
ethnic  minority  groups,  access  to  the  highest  quality 
services  has  been  less  than  that  for  whites.1  Minorities 
have  briefer  stays  in  mental  health  inpatient  facilities  but 
significantly  more  re-hospitalizations.2  Minorities  are 
treated  primarily  with  drugs  rather  than  psychotherapy. 
Geller  has  presented  persuasive  evidence  for  a  systematic 
bias  against  the  acceptance  of  African  American  clients 
into  psychotherapy.3 

Although  the  disparities  are  observable  and  significant, 
it  is  not  clear  what  they  mean  or  what  should  be  done  in 
response  to  them.  Among  the  questions  suggested  by  this 
observation  are  these:  Are  the  mental  health  service  needs 
of  ethnic  minority  groups  greater,  less,  or  simply  different 
from  those  of  the  majority  population?  What  part  does 
racism  (in  its  various  forms)  play  in  creating  barriers  to 
adequate  mental  health  services?  What  role  does  culture 
play  in  the  creation,  maintenance,  or  solution  to  mental 
health  problems?  Is  the  primary  barrier  to  adequate 
services  for  ethnic  minorities  to  be  found  in  the  attitudes 
and  behavior  of  clients  or  in  those  of  practitioners?  Are 
the  larger  systems  —  institutions,  communities,  political 
structures,  society  as  a  whole  —  the  real  sources  of  the 
discrepancy  between  need  and  access?  And  is  it  at  those 
levels  that  we  should  look  for  solutions  and  aim  our 
interventions  (e.g.  at  policies  instead  of  people)?  Is  it  that 
we  do  not  have  the  right  practitioners  to  provide  the 
services?  There  is  certainly  an  inadequate  supply  of 
mental  health  service  providers  of  color  at  present  and  for 
the  foreseeable  future.  On  the  other  hand,  we  have 
elsewhere  found  that  minority  professionals  are 
significantly  more  likely  to  provide  mental  health  services 


to  clients  of  color  than  are  majority  group  professionals.4 
But,  assuming  no  radical  shifts  in  occupational  choice  and 
opportunities,  should  we  concentrate  on  training  non- 
minority  mental  health  service  providers  to  be  more 
accessible  and  better  prepared  to  provide  services  to  an 
increasingly  multicultural  population?  In  doing  this  how 
must  we  modify  the  content  and  models  of  our  training? 

It  is  not  the  purpose  of  this  essay  to  attempt  to  answer 
these  questions.  All  are  important,  but  we  could  spend 
more  than  one  journal  article  addressing  any  one  of  them. 
These  questions,  however,  suggest  the  context  and  the 
need  for  the  development  of  research  centers  dedicated  to 
understanding  the  mental  health  needs  of  ethnic  minority 
populations  in  the  United  States. 

Almost  two  decades  ago  the  National  Institute  of 
Mental  Health  (NIMH)  began  one  type  of  response  by 
introducing  a  program  which  was  intended  to  answer 
some  of  the  need  for  research.  The  Minority  Mental 
Health  Research  Center  Grants  Program  was  a  major 
acknowledgement  of  the  importance  of  the  questions 
about  the  special  mental  health  service  needs  of  American 
ethnic  minority  communities.  The  funding  for  the  centers 
was  to  support  both  research  infrastructure  within 
universities  and  research  programs  specifically  focused  on 
the  mental  health  of  minority  populations.  The 
universities  which  have  received  funding  under  this 
program  have  typically  been  large  research  institutions  in 
urban  areas  or  in  close  vicinity  to  communities  of  color 
and  have  focused  on  individual  ethnic  groups.  The  centers 
are  focused  on  research  with  Asians  (e.g.  UCLA), 
Hispanic/Latinos  (e.g.  Fordham  University),  and  African 
Americans  (University  of  Michigan).  None  of  these 
centers  is  located  in  New  England,  and  only  New  York 
City's  Fordham  University  is  in  the  north. 
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Multicultural  Mental  Health  Research  Center 
at  the  Trotter  Institute 

In  1990,  Wornie  Reed,  former  director  of  the  Trotter 
Institute  and  chair  of  the  Black  Studies  Department 
brought  together  a  group  of  University  of  Massachusetts 
Boston  faculty  (primarily  African  Americans  from  a 
variety  of  departments)  to  collaborate  on  a  Minority 
Mental  Health  Center  proposal  under  the  Trotter  Institute. 
The  proposal  fit  the  traditional  model  of  the  centers  that 
had  been  funded  up  to  that  time  —  that  is,  the  proposal 
focused  on  a  single  minority  group  (African  Americans), 
it  was  developed  out  of  a  university,  and  gave  relatively 
little  attention  to  local  agencies,  community  organizations, 
and  professionals  in  defining  its  research  agenda.  That 
proposal  was  not  successful,  and  interest  in  trying  again 
waned  as  the  funding  for  the  NIMH  Center's  Program 
seemed  increasingly  questionable.  After  Wornie  Reed 
accepted  a  position  at  another  university,  there  seemed 
little  energy  for  submitting  another  proposal,  although 
those  involved  continued  to  think  of  a  minority  mental 
health  research  center  as  an  idea  whose  time  had  come. 

In  Fall  1992,  a  dialogue  began  between  James 
Jennings,  director  of  the  Trotter  Institute,  and  Marlene 
Tarpley,  a  staff  professional  at  the  Massachusetts 
Department  of  Mental  Health  (DMH)  central  office.  Ms. 
Tarpley  had  successfully  organized  a  group  of  DMH  staff 
and  community  mental  health  professionals  of  color  into 
the  Multicultural  Advisory  Committee  (MAC).  Among 
the  ideas  emerging  from  this  group  was  the  possibility  of 
collaborating  with  a  local  university  in  the  creation  of  a 
minority  mental  health  research  center.  In  the  several 
meetings  which  Jennings  and  Tarpley  organized  to  bring 
UMass  Boston  faculty  and  MAC  representatives  into 
discussions,  two  important  ideas  quickly  evolved.  First, 
the  strength  of  the  proposed  minority  mental  health 
research  center  was  in  collaboration  among  community 
representatives,  DMH  staff,  and  the  UMass  Boston 
faculty.  Although  the  rhetoric  in  the  mental  health 
research  area  has  been  heavy  with  the  ideal  of  town-gown 
cooperation  (even  collaboration),  none  of  the  centers  had 
managed  to  have  a  truly  collaborative  alliance  with 
communities  or  state  agencies.  Among  the  problems  had 
been  the  desire  of  federal  agencies  to  have  a  locus  of 
responsibility;  all  the  better  if  the  site  had  a  track  record 
of  accepting  and  administering  grants.  The  naturalness 
and  appeal  of  the  collaboration  which  seemed  to  be 
possible  was  compelling. 

Second,  unlike  the  other  NIMH-funded  centers,  the 
commitment  in  the  group  was  to  construct  a  multicultural 
center.  That  is,  rather  than  an  exclusive  focus  on  a  single 
minority  group,  the  proposed  center  would  be  dedicated  to 
a  broad  and  inclusive  agenda:  the  mental  health  needs  of 
the  several  United  States  minority  groups.  Among  the 
appealing  aspects  of  this  more  inclusive  agenda  was  the 
further  articulation  and  application  of  the  theme  of 
collaboration.  Mental  health  professionals  from  the  larger 
communities  of  color  could,  within  such  a  center,  not  only 
join  forces  in  the  research  enterprise  but  also  answer 
questions  about  inter-ethnic  variability  which  had  been 


made  difficull  b)  the  compartmentalized  ways  in  which 
centers  had  been  structured  and  organized. 

Although  not  a  defining  dimension  ol  the  emerging 
center,  we  recognized  early  in  our  discussions  thai  we 
were  in  a  context  of  opportunity  and  change.  The 

opportunity  was  represented  in  part  by  where  we  are 

located  (in  a  multicultural  state)  and  by  the  rich  resources 
of  research  institutions  and  research  scholars  in  the 
region.  The  change  was  represented  b)  rinding  ourselves 
anticipating  (perhaps  fearing)  what  most  observers  agree 
will  be  massive  changes  in  our  health  care  system. 
Although  the  deinstitutionalization  of  the  severe  mentally 
ill  had  already  been  in  process  for  several  decades  by  the 
time  we  came  together,  the  most  recent  manifestation  ol 
the  basic  theme,  in  the  form  of  "privatization"  of  mental 
health  services,  was  very  relevant  to  our  questions  about 
the  fair  distribution  of  resources.  Given  the  likely  chaos 
and  dislocations  occasioned  by  such  policy  innovations. 
would  communities  of  color  find  themselves  neglected 
and  put  at  more  than  usual  risk?  Those  participating  in  the 
early  planning  of  the  Multicultural  Mental  Health 
Research  Center  (MMHRC)  made  monitoring  the  impact 
of  policy  changes  (such  as  managed  care)  in  communities 
of  color  central  to  the  agenda. 

The  central  focus  of  our  early  meetings  was  limited  to 
planning  a  center  to  be  funded  by  NIMH  under  the 
Minority  Mental  Health  Centers  Program.  The  group  soon 
broadened  its  goals  and  made  a  commitment  to  the  notion 
of  the  MMHRC  without  regard  to  NIMH  funding.  We  felt 
that  there  was  a  need  in  the  Commonwealth  of 
Massachusetts  for  a  center  dedicated  to  understanding  the 
mental  health  and  mental  health  service  needs  in 
communities  of  color. 

Over  the  last  two  years  an  executive  board  has  been  the 
major  source  of  continuity  in  the  MMHRC.  Over  that 
period  we  have  been  faced  with  a  number  of  challenges, 
some  of  which  remain.  First,  the  ideal  of  collaboration 
between  organizations  can  be  difficult  to  manage.  The 
constraints  which  organizations  place  on  individual 
participants  sometimes  created  impediments  to  making 
decisions.  On  the  one  hand,  the  idea  of  institutional 
collaboration  was  central  to  the  entire  undertaking. 
Second,  we  have  been  hampered  by  the  lack  of  funding. 
The  contributions  made  by  the  several  institutions  have 
been  primarily  in  the  form  of  the  individuals  present  in 
the  discussions.  Projects  requiring  other  resources  have- 
remained  in  the  planning  process.  The  board  realized  that 
funds  were  needed  in  order  to  work  on  getting  more 
substantial  support  from  NIMH  or  other  funding  sources. 

Since  1993  the  board  has  been  working  to  obtain 
planning  and  infrastructure  support  from  the  UMASS 
Medical  Center  Department  of  Psychiatry's  Center  of 
Excellence.  The  Center  of  Excellence  is  funded  by  the 
Commonwealth  of  Massachusetts  to  carry  out  programs 
of  research  on  mental  health  service  issues.  Among  the 
mandates  of  the  grant  was  the  inclusion  of  ethnic  minority 
concerns  and  participation.  Recently,  the  MMHRC 
received  funds  to  provide  a  part-time  salary  for  an 
executive   director,   Kermit   Crawford,   a  clinical 


11 


psychologist  specializing  in  forensic  services  research, 
and  to  defray  some  of  the  costs  heretofore  absorbed  by  the 
Trotter  Institute. 

The  board  has  recently  begun  to  prepare  a  grant 
proposal  to  be  submitted  in  the  fall  to  NIMH  under  the 
Research  Infrastructure  Support  Program.  That  effort  has 
been  helped  by  the  staff  of  the  Medical  School,  the 
leadership  of  DMH,  and  a  consultant  from  the  University 
of  California  Berkeley. 

Although  the  process  has  been  gradual  and  there 
continues  to  be  uncertainty  about  long-term  and  adequate 
financial  support,  the  board  is  confident  that  the  MMHRC 
will  survive  both  as  an  idea  and  as  a  place  where 
important  research  will  be  done. 

The  Research  Agenda 

In  addition  to  the  problems  of  organizing  and  obtaining 
funding,  the  board's  vision  has  emphasized  the  potential 
for  research  itself.  Some  of  the  realms  of  programmatic 
research  pursued  include  the  following: 

1 .  Forensic  research  and  ethnic  minority  clients.  The 
aim  of  this  research  effort  would  be  to  create  a  database 
on  the  forensic  treatment  of  minority  mental  health 
clients.  Among  the  questions:  Are  minority  clients  more 
likely  than  others  to  be  diverted  from  the  mental  health 
service  system  to  the  criminal  justice  system? 

Such  a  center  could  serve  as  a  clearinghouse  of 
information  about  mental  health  issues  affecting 
communities  of  color. 

2.  Minority  clients  and  managed  care.  One  major 
question  that  has  arisen  as  the  notion  of  managed  health 
care  has  taken  hold  over  the  last  several  years  is  whether 
some  categories  of  the  population  will  be  adversely 
affected  by  the  changes  in  service  delivery.  For  example, 
will  the  rate  of  admission,  discharge,  and  recidivism  for 
ethnic  minorities  change?  How  might  race/ethnicity 
interact  with  other  variables  (such  as  social  class,  age,  and 
gender)  in  determining  the  outcomes  in  managed  care 
systems? 

3.  Attitudinal  barriers  to  services  for  ethnic 
minority  clients.  Like  other  members  in  the  culture, 
mental  health  professionals  hold  onto  stereotypes  of 
ethnic  minority  group  clients  that  lead  to  the  rejection  of 
such  clients.  It  is  also  possible  that  members  of  various 
ethnic  minority  populations  hold  attitudes  about  mental 
health  services  and  providers  which  create  barriers  to  the 
use  of  mental  health  services.  The  ways  in  which  clients 
(including  families)  and  providers  think  about  each  other 
may  well  explain  some  of  the  underutilization  of  services. 


4.  Cross-cultural  competence  in  service  delivery. 

Among  the  assumptions  emerging  out  of  debates  about 
adequate  service  to  minority  populations  is  that  those  not 
sharing  a  similar  cultural  background  will  have  difficulty 
in  establishing  a  productive  working  relationship.  If  the 
assumption  is  supported,  we  will  be  faced  with  the 
problem  of  how  to  develop  competence  in  cross-cultural 
work.  Here  the  impact  of  various  programs  of  training  on 
service  outcomes  would  be  the  major  research  question. 

These  are  but  a  few  of  the  many  areas  of  research  that 
could  be  developed  at  the  MMHRC  in  the  future.  But  a 
center  of  the  type  envisioned  is  not  set  up  solely  for 
gathering  data.  Such  a  center  could  serve  as  a 
clearinghouse  of  information  about  mental  health  issues 
affecting  communities  of  color.  Such  a  center  might  well 
create  its  own  archives  and  develop  means  for 
systematically  sharing  information  with  the  community 
and  professional  providers.  For  example,  the  MMHRC 
could  establish  its  own  Internet  bulletin  board  and  offer 
access  to  data  and  information  to  researchers.  The 
educational  functions  of  the  MMHRC  could  have  several 
facets.  The  center  could  be  a  setting  for  research  training 
at  all  levels  —  professionals,  post-doctoral  trainees, 
graduate  students,  and  undergraduates.  The  center  could 
also  include  the  gathering  and  construction  of  curricular 
and  training  materials  relevant  to  multicultural  mental 
health  and  made  available  to  community  agencies  and 
educators. 

Whatever -the  eventual  programs  of  research, 
education,  and  service  designed  by  the  MMHRC,  the 
vision  will  remain  unchanged:  a  center  in  this  region 
which  is  dedicated  to  research  and  the  dissemination  of 
information  on  mental  health  needs  of  all  communities  of 
color,  working  together,  for  the  benefit  of  all  people. 

Notes 

'E.E.  Jones  and  S.J.  Korchin,  "Minority  Mental  Health:  Perspectives."  In. 
E.E.  Jones  &  S.J.  Korchin  (Eds.),  Minority  Mental  Health.  (New  York:  Praeger, 
1982).  Also  see  C.B.  Turner  and  B.M.  Kramer,  "Connections  Between  Racism 
and  Mental  Health."  In  C.  Willie,  B.  Kramer,  B.  Brown,  and  J.  Riecker  (Eds.), 
Racism,  Sexism,  and  Mental  Health.  (Pittsburgh:  University  of  Pittsburgh  Press, 
1995). 

2R.W.  Manderscheid  and  M.A.  Sonnenschein,  (Eds.),  Mental  Health,  United 
States,  1990.  National  Institute  of  Mental  Health.  DHHS  Pub.  (ADM)  90-1708. 
(Washington  DC:  U.S.  Government  Printing  Office,  1990). 

3J.D.  Geller,  "Racial  Bias  in  the  Evaluation  of  Patients  for  Psychotherapy."  In 
L.  Comas  Dias  and  E.E.  Griffith  (Eds.),  Clinical  Guidelines  in  Cross-Cultural 
Mental  Health.  (New  York:  Wiley  Interscience,  1988). 

4C.B.  Turner  and  B.F.  Turner,  Who  Treats  Minorities?  Paper  presented  at  the 
1992  Annual  Meeting  of  the  Eastern  Psychological  Association,  Boston, 
Massachusetts. 


Castellano  Turner,  Ph.D.  is  professor  of  psychology  and 
director  of  the  Clinical  Psychology  Program  at  UMass 
Boston. 


12 


Ethnic  Minorities  and 

Mental  Health: 

Ethical  Concerns  in 

Counseling 

Immigrants  and 

Culturally-Diverse 

Groups 

by  Gemima  M.  Remy 


Between  1980  and  1990  nearly  9  million  foreign-born 
individuals  migrated  to  the  United  States.1  In  1993,  the 
Immigration  and  Naturalization  Service  recorded  the 
entry  of  over  900,000  immigrants  and  refugees.  This 
figure  is  believed  to  be  higher  given  the  estimated  1.5  to 
2.5  million  people  who  enter  this  country  illegally  each 
year.2  Currently,  ethnic  minority  groups  make  up  one- 
fourth  of  the  United  States  population.  It  is  estimated  that 
by  the  year  2000,  one-third  of  the  U.S.  population  will  be 
comprised  of  ethnic  minorities.3  As  the  population  of  the 
United  States  becomes  increasingly  diverse,  considerable 
attention  is  being  directed  to  a  critical  examination  of  the 
quality  of  services  received  by  ethnic  minority  groups  in 
areas  such  as  education,  employment,  and  health. 

With  the  advent  of  the  Civil  Rights  Movement  in  the 
1960s  and  accompanying  affirmative  action  policies  and 
programs,  ethnic  minority  groups  began  to  demand 
structural  changes  in  American  society  to  accommodate 
the  growth  in  their  numbers.  As  researchers  began  to 
explore  the  impact  of  race,  ethnicity  and  socioeconomic 
conditions  on  minority  populations,  findings  started  to 
reveal  that  exposure  to  environmental  stressors  such  as 
poverty,  discrimination,  segregation,  and  immigration 
negatively  influence  the  lives  of  ethnic  minorities.  It 
became  evident  that  immigrants  and  other  minority 
populations  were  at  risk  of  developing  physical  as  well  as 
psychological  illnesses.4  As  we  approach  the  21st  century, 
how  prepared  are  mental  health  providers  to  service  an 
ever-increasing,  culturally -diverse  minority  population? 

According  to  the  American  Psychological  Association, 
the  primary  goal  of  the  mental  health  profession  is  to 
promote  human  welfare.5  This  is  achieved  through  (a)  a 
genuine  concern  and  respect  for  clients'  unique  life 
experiences  and  circumstances;  (b)  an  emphasis  on  the 
rights,  dignity,  and  worth  of  all  individuals  regardless  of 
gender,  color,  race,  or  ethnicity;  and  (c)  a  high  priority 
placed  on  helping  others  to  explore  and  achieve  their 
highest  potential.6  Although  these  assumptions  have  guided 
clinical  practice  for  many  years,  ethnic  minorities  continue 
to  be  largely  underrepresented  and  underserved  in  mental 
health  agencies  across  the  nation,  despite  research  findings 


that  have  shown  a  high  correlation  between  minority  group 
membership  and  mental  disorders.7 

Several  explanations  have  been  offered  as  to  why 
minorities  might  underutilize  mental  health  services. 
These  include  the  stigma  and  shame  associated  with 
mental  illnesses  among  minority  groups,  the  location  of 
and  accessibility  to  mental  health  facilities,  and  the 
paucity  of  mental  health  providers  who  are  "culturally 
sensitive"  and  responsive  to  their  clients'  needs.8 
Although  these  explanations  are  quite  valid,  a  more  likely 
interpretation  of  why  minority  groups  have  not  benefitted 
from  counseling  services  may  be  due  to  the  long-standing 
history  of  institutional  racism  that  is  inherent  in  every 
facet  of  the  mental  health  establishment — from  the 
diagnosis  and  treatment  of  minority  clients  to  the 
recruitment,  training  and  education  of  mental  health 
providers.  The  fact  that  ethnic  minorities  continue  to  be 
inadequately  served  by  the  mental  health  system  in  this 
country  raises  some  serious  ethical  and  professional 
concerns  regarding  an  establishment  that  professes  the 
promotion  of  human  welfare  as  its  primary  purpose. 

This  essay  examines  briefly  some  aspects  of  the  current 
mental  health  status  of  ethnic  minorities  (i.e.,  African 
Americans,  Asians,  Latinos,  West  Indians)  and  analyzes- 
some  ethical  problems  that  may  arise  when  mental  health 
providers  fail  to  take  into  consideration  the  role  of 
ethnicity,  race,  culture  and  socioeconomic  factors  in 
counseling  ethnically-diverse  populations.  It  addresses  the 
following  questions:  Given  the  current  status  of  minorities 
in  the  mental  health  system,  what  are  the 
professional/ethical  responsibilities  of  mental  health 
providers  with  regards  to  these  clients?  Are  there  ethical 
and  cultural  dilemmas  that  may  arise  in  the  failure  to 
provide  adequate  services  to  these  groups,  and  what  steps 
can  mental  health  counselors  take  in  order  to  provide 
services  that  are  culturally,  professionally  and  ethically 
appropriate?   The   essay   concludes    with    several 
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recommendations  for  more  effective  therapeutic  strategies 
and  interventions  with  ethnically-diverse  groups. 

Ethnic  Minorities  and  the  Mental  Health 
System:  Underrepresented  and  Underserved 

The  counseling  profession  has  long  been  criticized  for 
its  failure  to  meet  the  mental  health  needs  of  ethnic 
minority  populations.9  The  nature  of  these  criticisms  has 
primarily  focused  on  the  prejudicial  practices  toward 
minority  groups;  the  lack  of  knowledge,  on  the  part  of 
mental  health  providers,  of  the  negative  impact  of  poverty 
and  discrimination  on  the  psychological  well-being  of 
ethnic  minorities;  and,  the  unavailability  of  adequate 
counseling  services.10 

It  appears  that  one  of  the  most  profound  problems  with 
the  mental  health  establishment,  with  regards  to  the 
counseling  of  ethnic  minority  groups,  continues  to  be  the 
failure  to  take  into  account  cultural  experiences  of  these 
clients.  Due  to  their  limited  knowledge  of  clients'  cultural 
backgrounds,  mental  health  professionals  have  adhered  to 
theoretical  and  therapeutic  frameworks  that  are  not 
compatible  with  their  clients'  needs  and  experiences. 
Many  such  counselors,  when  working  with  immigrant 
clients  for  instance,  fail  to  acknowledge  the  number  of 
barriers  that  these  individuals  face  in  this  country, 
including  language  and  communication  difficulties,  the 
lack  of  knowledge  and  familiarity  with  the  North 
American  approach  to  mental  health,  prejudice  and 
discrimination,  and  the  added  stress  of  having  to  adjust  to 
a  new  culture.11  As  a  result,  the  therapeutic  interventions 
that  are  used  are  modeled  after  a  Western  approach  to 
human  development — a  method  that  is  largely  based  on 
the  experiences  of  white,  middle-class  America,  and 
which  is  not  compatible  with  the  cultural  experiences  of 
ethnic  minority  clients. 

Moreover,  several  mental  health  clinics  statewide  are 
not  staffed  with  bilingual  health  care  providers  who  can 
assist  immigrant/minority  clients  bridge  the  language  gap. 
Consequently,  when  these  individuals  seek  mental  health 
counseling,  they  are  likely  to  experience  frustration  and  to 
find  the  kinds  of  services  provided  unacceptable  and 
highly  ineffective.  It  has  been  shown  that,  in  general, 
minority  clients  tend  to  drop  out  of  therapy  at  a  higher 
rate  than  whites.12  On  average,  African  Americans  have 
been  found  to  use  mental  health  services  less  frequently 
than  whites  and  to  terminate  treatment  much  earlier.13 
Asians  and  Latinos  have  also  been  shown  to  utilize  mental 
health  facilities  at  a  less  frequent  rate  than  whites,  and 
many  of  them  do  not  return  following  the  initial 
evaluation.14 

If,  in  fact,  the  mental  health  profession  strives  to  foster 
the  psychological  well-being  of  all  individuals,  then  it  may 
be  argued  that  in  providing  services  that  are  inadequate 
and  culturally  irrelevant  to  minority  clients,  mental  health 
providers  not  only  infringe  on  their  clients'  rights  to 
appropriate  treatment,  they  also  violate  their  ethical  and 
professional  responsibilities  toward  these  clients.  Under 
what  circumstances  can  ethical  dilemmas  arise  in  the 
context  of  counseling  ethnically-diverse  populations? 


Ethical  Dilemmas  in 
Counseling  Minority  Clients 

According  to  the  American  Psychological 
Association's  Ethics  Code  of  Conduct,  mental  health 
practitioners  "respect  .  .  .  the  fundamental  rights,  dignity, 
and  worth  of  all  people.  They  ...  are  aware  of  cultural, 
individual,  and  role  differences,  including  those  due  to  .  . . 
race,  ethnicity,  national  origin,  religion,  .  .  .  language  and 
socioeconomic  status.  .  .  .  [They]  try  to  eliminate  the 
effect  on  their  work  of  biases  based  on  those  factors,  and 
they  do  not  knowingly  participate  in  or  condone  unfair 
discriminatory  practices."15  The  counseling  of  culturally 
distinct  individuals  by  providers  who  are  not  "trained  or 
competent  to  work  with  [these  clients  is]  regarded  as 
unethical."16 

Ethnic  minorities  continue  to  be  largely 
underrepresented  and  underserved  in  mental 
health  agencies  across  the  nation. 

T.L.  Beauchamp  and  J.F.  Childress  have  outlined 
several  principles  that  guide  codes  of  ethics.  These 
include  the  principle  of  (1)  autonomy,  the  notion  that 
mental  health  counselors  are  obligated  to  respect  their 
clients'  right  to  self-determination;  (2)  beneficence,  the 
idea  that  counselors  are  required  to  help  others; 
(3)  nonmaleficence,  the  duty  of  mental  health 
professionals  to  "do  no  harm";  (4)  privacy,  the  view  that 
counselors  must  respect  their  clients'  personal  decisions 
about  when  and  what  information  to  discuss  in  therapy; 
(5)  confidentiality,  the  idea  that  counselors  should  not 
disclose  information  revealed  in  the  context  of 
counseling;  and  (6)  justice,  the  belief  that  mental  health 
professionals  should  offer  fair  and  equal  treatment  to  all 
clients,  regardless  of  class,  race,  or  socioeconomic 
background.17  Several  examples  about  how  some  of  these 
principles  may  be  violated  in  the  context  of  counseling 
culturally-diverse  groups  are  provided  below. 

When  working  with  ethnic  minority  clients,  mental 
health  providers  need  first  and  foremost  to  acknowledge, 
and  understand,  that  these  individuals  are  the  product  of 
their  cultural  environment.  Thus,  the  client's  belief 
system,  values,  and  lifestyles  must  always  be  given 
prominence  when  working  with  culturally-distinct  groups. 
The  failure  to  do  so  may  result  in  misinterpretations  and 
misdiagnosis  of  clients  as  well  as  ineffective  therapeutic 
interventions.  Consider  the  following  examples. 

In  many  West  Indian  societies,  people  strongly  believe 
that  mental  illnesses  are  caused  by  individuals  who  have 
conspired  with  evil  forces  to  torment  the  afflicted 
person.18  When  a  West  Indian  client  manifests  symptoms 
of  "persecutory  delusions,"  mental  health  providers 
cannot  immediately  assume  that  the  client  is  psychotic. 
Knowing  more  about  the  client's  ethnic  background  may 
help  the  counselor  understand  that  a  belief  that  is 
considered  delusional  in  North  America  may  be  quite 
normal  in  the  West  Indies. 
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At  times,  African  American  clients  have  been 
misdiagnosed  as  suffering  from  "paranoid  delusion," 
because  they  have  reported  that  "the  white  man  is  out  to 
get  me."19  The  tendency  of  mental  health  providers  to 
label  such  a  statement  dysfunctional  and  pathological 
shows  a  lack  of  knowledge  and  understanding  of  the 
historical  and  cultural  significance  of  these  beliefs. 
African  Americans,  having  long  been  victimized  and 
oppressed  by  whites,  have  very  legitimate  reasons  for 
being  suspicious  of  the  racist  society  in  which  they  live. 
In  fact,  some  have  argued  that  the  cultural  paranoia  found 
among  African  Americans  is  quite  adaptive  since  it  serves 
a  self-preserving  function.20  In  failing  to  recognize  that 
African-Americans,  as  well  as  West  Indians,  are 
individuals  with  unique  personal  and  cultural  histories, 
mental  health  providers  violate  the  principle  of 
beneficence,  or  the  idea  that  counselors  are  ethically 
obligated  to  act  only  in  ways  that  benefit  the  client.21 

There  is  also  an  inclination,  on  the  part  of  mental 
health  counselors,  to  describe  their  Asian  American 
clients  as  "repressed"  and  "unassertive" — therefore,  not 
good  candidates  for  counseling.22  It  must  be 
acknowledged  that  many  such  counselors  do,  in  fact, 
experience  the  therapeutic  relationship  with  Asian 
Americans  as  difficult  and  frustrating.  However,  in 
labeling  Asian  American  clients  as  passive  and  repressed, 
mental  health  professionals  completely  reject  the  cultural 
experiences  that  have  shaped  these  individuals'  values 
and  belief  systems.  In  so  doing,  they  fail  to  understand 
that  while  Western  societies  value  the  ability  to  express 
ideas  and  feelings  openly,  Asian  Americans  have  a  very 
different  attitude  toward  open  communication  of  feelings. 

In  traditional  Asian  cultures,  what  is  communicated 
between  individuals  is  determined  by  a  number  of  factors, 
including  an  individual's  gender,  education,  occupation 
and  social  status.  Asian  Americans  strongly  oppose  the 
discussion  of  personal  matters  with  "outsiders,"  mostly 
because  an  individual's  difficulties  not  only  reflect  the 
person's  own  problems,  but  also  those  of  his/her  entire 
family.23  Thus,  counselors  need  to  bear  in  mind  that  before 
discussing  family  matters,  for  instance,  Asian  American 
clients  need  to  feel  a  certain  level  of  trust  and  comfort  in 
the  therapeutic  relationship.  Should  counselors  provide  an 
inferior  or  lesser  form  of  treatment  to  these  clients  as  a 
result  of  their  lack  of  experience  and  knowledge  of  the 
Asian  American  culture,  they  violate  the  principle  of 
distributive  justice  which  holds  that  all  individuals, 
regardless  of  race,  ethnicity,  and  class,  must  receive 
similar  treatment  for  similar  problems.24 

A  closer  look  at  the  findings  on  the  underutilization  of 
mental  health  services  by  ethnic  minorities  reveals  that 
the  mental  health  profession  has  not  only  violated  ethical 
codes  of  conduct  in  providing  inadequate  services  to 
ethnic  minority  groups  in  counseling  settings,  but  also  in 
conducting  inappropriate  recruitment,  education,  and 
training  of  mental  health  providers.  Currently,  it  is 
estimated  that  ethnic  minorities  comprise  approximately 
20%  of  undergraduate  psychology  majors.25  A  little  over 
half  (11%)  go  to  graduate  school  for  psychology  and 
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psychologists,  only  5%  are  ethnic  minorities  and  less  man 

6%  of  psychology  Faculty  are  minorities. 

Findings  have  also  shown  that  the  training  ol  graduate 

students,  for  the  most  part,  is  conducted  based  DO  a  white 
middle-class  approach  that  views  ethnic  minorities  .is 
inferior,  deficient,  and  pathological.  Many  graduate 
students  go  on  to  become  licensed  practitioners  without 
ever  having  taken  a  single  course  on  cross-cultural 
issues.28  How,  then,  can  mental  health  counselors  develop 
the  skills  needed  to  provide  culturally-sensitive  services  to 
ethnic  minority  groups  when  they  are  not  being  trained 
properly?  How  can  the  presence  of  ethnic  minorities  be 
increased  in  the  mental  health  system  when  minority 
professionals — who  have  both  the  linguistic  skills  and 
familiarity  with  the  cultural  background  of  minority 
clients — are  so  severely  underrepresented  in  the  mental 
health  profession?  It  is  time  that  the  counseling  profession 
critically  reassesses  its  stance  on  ethnic  minority  issues 
and  addresses  those  issues  head-on.  If  the  primary  goal  of 
the  mental  health  establishment  is  to  foster  a  sense  of  self- 
determination  and  cultural  autonomy  in  clients,  we  can  no 
longer  afford  to  ignore  the  factors  that  are  so  critical  in 
achieving  that  end.29 

Conclusion  and  Recommendations 

Working  with  ethnic  minorities  raises  a  number  of 
ethical  and  cultural  dilemmas  which,  if  not  dealt  with 
properly,  may  lead  to  difficulties  in  communication, 
misunderstandings  of  expectations,  failure  to  provide 
quality  care  and,  ultimately,  patients'  termination  of 
treatment.30  In  order  to  provide  culturally-appropriate  and 
effective  counseling  services,  clinicians  need  to  take  into 
consideration  their  clients'  culture,  race,  class,  ethnicity 
and  socioeconomic  status.  Mental  health  providers  need 
to  understand  that  migrants  and  other  ethnic  minority 
groups  face  stress  caused  by  racism,  prejudice,  and 
discrimination;  language  and  communication  difficulties; 
cultural  alienation;  and  many  other  conflicts  that  exist 
between  and  within  groups  which  may  lead  to  the 
development  of  mental  illnesses.31  Effective 
psychotherapeutic  treatments  with  these  groups  must 
emphasize  the  effect  of  discrimination,  oppression,  and 
racial  inequality. 

When  counseling  ethnic  minority  clients,  clinicians 
need  to  focus  on  the  specific  personal,  familial,  and 
cultural  history  of  the  client.  Accurate  assessment  of  these 
clients'  history  must  include  immigration  status,  level  of 
cultural  assimilation,  religious  beliefs,  and  social  class, 
among  other  variables.  Additionally,  clinicians  need  to 
critically  examine  the  means  by  which  they  categorize 
pathologies  as  illnesses,  remembering  that  what  is  viewed 
in  one  culture  as  pathological  may  not  necessarily  be  so  in 
another  society.  This  is  one  reason  why  culturally 
appropriate  models  are  very  much  needed  in  counseling 
ethnic  minorities.  For  a  good  source,  the  reader  is  referred 
to  the  ethnic  validity  model  of  human  understanding  and 
interaction  developed  by  F.  Tyler  and  his  colleagues.  This 
model  accounts  for  the  presence  of  commonalities  and 
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differences  in  psychosocial  development  and  experiences 
among  people  with  different  ethnic  and  cultural  heritages. 
It  addresses  the  different  ways  of  relating  to  individuals 
with  different  ethnic  world  views  and  their  consequent 
emergence  in  cross-ethnic  patterns  of  interaction.32 

As  we  approach  the  21st  century,  the  counseling 
profession  must  reassess  its  service  delivery  to  ethnic 
minority  clients  and  strive  to  provide  professional  and 
quality  services  that  are  ethically  and  culturally  relevant. 
The  mental  health  establishment  should  consider  the 
following  two  recommendations: 

(1)  make  the  topic  of  cultural  and  ethnic  diversity  a 
requirement  of  all  counseling  programs  by  mandating  that 
information  on  diverse  populations  be  included  in 
undergraduate  and  graduate  curriculum,  as  well  as  in  the 
clinical  training  and  research  work  of  mental  health 
workers.  Only  when  counselors  have  acquired  sufficient 
knowledge  of  their  clients'  sociocultural  characteristics 
will  they  be  in  a  position  to  implement  culturally-relevant 
and  effective  therapeutic  strategies  and  interventions;  and, 

(2)  increase  the  presence  of  ethnic  minorities  in  the 
mental  health  profession  by  recruiting,  training,  and 
facilitating  the  completion  of  graduate  studies  of 
immigrant/ethnic  minority  students  with  the  knowledge, 
experience,  and  interest  in  cross-cultural  issues. 

In  sum,  counselors  who  work  with  ethnic  minority 
clients  must  not  lose  sight  of  the  sociopolitical  forces  that 
have  shaped  and  continue  to  impact  the  lives  of  ethnic 
minority  groups  residing  in  the  United  States.  They  need 
to  critically  assess  the  appropriateness  of  their  theoretical 
frameworks  and  make  the  necessary  adjustments  to 
account  for  the  role  of  class,  culture,  race  and  language  in 
their  work  with  culturally-distinct  populations.  In  so 
doing,  they  will  not  only  minimize  potential  harm  to  their 
clients'  welfare,  they  will  also  respect  their  clients' 
cultural  autonomy,  foster  a  healthy  therapeutic 
relationship,  and  uphold  their  ethical  obligations  toward 
their  clients. 

It  should  be  noted,  however,  that  in  order  to  provide 
culturally-sensitive  services,  mental  health  professionals 
need  not  be  "experts"  on  all  the  cultures  of  the  client 
population  which  they  serve.  What  is  important,  and 
necessary,  is  for  mental  health  counselors  to  learn  to 
appreciate  and  accommodate  the  unique  cultural 
experiences  of  individuals  from  different  racial,  ethnic, 
and  socioeconomic  backgrounds.  Only  then  will  they  be 
in  a  position  to  promote  the  well-being  of  all  individuals, 
regardless  of  race,  color,  ethnicity,  and  cultural  heritage. 
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Disparities  in  the 

Health  Care  Status  of 

Women:  Implications 

for  Research 

by  Marcia  I.  Wells-Lawson 


Even  a  cursory  review  of  data  on  the  health  status  of 
women  reveals  striking  differences  by  race.  According  to 
data  from  the  National  Center  for  Health  Statistics,  death 
rates  among  Black  women  from  the  three  leading  causes 
of  death  (cardiac  disease,  cancer  and  cerebrovascular 
disease)  exceed  those  of  white,  Asian,  Native  American 
and  Latina  women  for  each  age  category  from  45-84. 
With  the  exception  of  Black  women,  the  death  rates 
among  white  women  from  these  diseases  exceed  those  of 
other  ethnic  groups  of  women.1  Data  on  two  of  the  risk 
factors  for  cardiac  and  cerebrovascular  diseases 
(hypertension  and  obesity),  show  that  rates  among  Black 
women  exceed  those  of  white  women  by  a  ratio  of  2: 1 . 
Overall,  the  age-adjusted  obesity  rate  between  1976-1980 
was  44%  among  Black  women  and  24%  among  white 
women  between  the  ages  20-74.2  The  1988-1991  obesity 
rates  for  Black  and  white  women  were  50%  and  34% 
respectively. 

While  the  disparity  is  not  as  great,  a  similar  pattern  is 
reflected  in  the  data  on  hypertension.  From  1976-1980, 
the  overall  age-adjusted  hypertension  rate  among  Black 
females  20-74  was  48%  while  that  for  white  females  was 
32%.  The  1988-1991  hypertension  rates  for  Black  and 
white  women  were  31%  and  19%  respectively.3  Even 
when  we  move  from  mortality  statistics  and  the 
prevalence  of  selected  risk  factors  to  another  end  of  the 
age  spectrum,  the  data  show  that  low  birth  weight  births 
among  Black  females  are  alarmingly  higher  than  those  of 
white  females  and  other  groups  of  women  of  color.4  The 
statistics  illustrate  that  Black  women  are  at  a 
disproportionately  higher  risk  of  disease,  disability,  and 
death  than  white  women  and  other  groups  of  women  of 
color;  and  when  socioeconomic  status  is  taken  into 
account,  these  disparities  become  even  greater. 

Based  on  data  from  the  National  Center  for  Health 
Statistics,  33%  of  the  Black  population,  29%  of  the 
population  of  Hispanic  origin,  and  12%  of  the  white 
population  reported  incomes  below  the  poverty  level.  In 
addition,  57.2%  of  Black  families,  57.4%  of  Hispanic 
families,  and  39%  of  white  families  were  female-headed 
with  children  under  the  age  of  18.5  Poverty  is  not 
unidimensional,  rather  it  is  poverty  and  its  sequelae,  both 
direct  and  indirect,  that  explain  much  of  racial  disparities  in 
the  health  status  of  women,  and  clearly  any  discussion  on 
health  care  reform  must  address  issues  of  access  to  health 
care  for  the  uninsured  and  the  underinsured,  as  part  of  a 


multi-pronged  strategy  to  decrease  the  gaps  in  health  status. 

Public  policy  clearly  has  a  role  in  addressing  these 
disparities  through  expanded  quality  health  services  for 
marginalized  groups  who  have  not  had  access  to  such 
services  and  care.  Health  educators  and  practitioners  can 
play  an  effective  role  by  providing  some  voice  to  the 
voiceless  regarding  this  situation.  In  addition  to  advocacy 
through  public  policy,  there  is  a  need  for  new  models  for 
health  promotion.  The  disparities  in  the  health  status  of 
women  suggest  that  traditional  models  of  health 
promotion  and  disease  prevention  have  been  unsuccessful 
in  significantly  improving  the  health  status  of  Black 
women.  As  pointed  out  in  the  Report  of  the  Secretary 's 
Task  Force  on  Black  and  Minority  Health,  "it  will  take 
health  education  and  behavioral  change  to  close  the  gap 
between  the  health  status  of  whites,  African  Americans, 
and  other  ethnic  groups."6 

A  multi-faceted  strategy  is  required  to  reduce  the  gaps 
in  health  status  between  Black  and  white  women.  A 
significant  piece  of  the  strategy  involves  the  creation  of 
effective  community-based  health  promotion  models  that 
can  be  adapted  to  one's  culture,  rather  than  perpetuating 
models  and  concepts  that  are  based  on  the  assumptions, 
theories,  and  frameworks  of  the  dominant  culture.  Failure 
to  develop  a  health  promotion  model  that  encompasses 
the  cultural  meaning  and  significance  of  health  behaviors 
can  be  linked  to  the  glaring  disparities  in  health  care 
status. 

Effective  health  promotion  strategies  include  three 
components:  program  planning,  implementation,  and 
evaluation.  The  effectiveness  of  health  promotion 
programs  is  measured  by  the  degree  of  success  in  meeting 
a  prescribed  goal,  of  course,  but  there  is  another  basic 
question  that  must  be  answered.  Prior  to  measuring  the 
effectiveness  of  a  health  promotion  initiative,  we  need  to 
ensure  that  the  information  reaches  the  intended  audience. 
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Too  often  and  too  quickly,  health  promotion  initiatives 
focusing  on  communities  of  color  may  be  judged 
ineffective  or  anecdotally  successful,  but  careful  analysis 
would  reveal  that  the  necessary  program  information 
never  even  reached  the  intended  audience.  Failure  of 
health  promotion  programs  to  reach  an  intended  audience, 
particularly  communities  of  color,  is  frequently  linked  to 
the  development  of  health  information  and  distribution 
strategies  that  are  conceptually  and  methodologically 
flawed.7 

When  the  failure  is  conceptual,  the  information  may  be 
presented  in  a  manner  that  fails  to  attract  the  attention  of 
the  intended  audience  because  the  audience  is  not 
reflected  in  the  message.  Yet  when  the  failure  is 
methodological,  information  may  not  reach  the  intended 
audience  due  to  patterns  of  information  distribution.  Our 
current  health  promotion  models  often  require  one  to 
enter  a  health  care  facility  to  receive  the  information,  and 
often  the  motivation  for  entering  a  health  care  facility  is 
an  episodic  event  or  periodic  health  maintenance  matter. 
Access  to  group-specific  health  information  needs  to  be 
integrated  into  the  ordinary  activities  of  daily  living. 
Health  promotional  information  should  be  placed  in 
laundry  mats,  beauty  salons,  and  grocery  stores,  for 
example.  These  are  examples  of  health  promotional 
information  that  is  accessible,  and  available  through  the 
ordinary  activities  of  daily  living  for  members  of  the 
intended  audience.  The  development  of  a  culturally- 
appropriate  paradigm  is  critical.  Dr.  Collin  Airhihenbua, 
Professor  of  Health  Education  at  Penn  State  University, 
has  developed  a  health  education  model  that  addresses 
issues  of  cultural  sensitivity  and  appropriateness  in  health 
promotion  program  development.  His  "Pen-3"  model  was 
originally  developed  as  a  framework  for  health  promotion 
and  disease  prevention  in  African  countries.  The  model 
consists  of  three  dimensions:  health  education, 
educational  diagnosis  of  health  behavior,  and  cultural 
appropriateness  of  health  behavior.  These  dimensions  are 
interdependent.  Each  dimension  consists  of  three  concepts 
designated  by  each  letter  of  the  acronym  PEN:  P-person; 
E-extended  family;  N-neighborhood  and  community.8 

In  order  to  meet  the  first  condition  of  effectiveness,  the 
information  regarding  a  health  promotion  initiative  must 
penetrate  each  of  these  levels.  Too  often  the  failure  of 
health  promotion  initiatives  can  be  linked  to  a  failure  to 
implement  a  strategy  that  penetrates  each  of  these  levels. 

A  health  promotion  intervention  must  include  a 
methodology  that  not  only  locates  the  specific 
intervention  in  the  community,  but  also  assures  that  the 
socio-political  realities  of  the  residents  of  a  specific 
community  are  reflected  in  the  methodology.  Lack  of 
attention  to  this  level  of  detail  is  not  only  naive  but  will 
also  result  in  program  failure.  In  addition,  health 
promotion  program  planners  should  understand  that  the 
implementation  methodology  may  not  fit  into  a 
Monday-Friday,  9  a.m. -5  p.m.  schedule.  It  may  be 
necessary  to  attend  community  meetings,  or  a  weekend 
community  event. 

Another  component  of  a  health  promotion  initiative  is 


program  evaluation.  According  to  James  Mason,  former 
Assistant  Secretary  for  Health  and  Human  Services, 
research  in  the  1990's  increasingly  focuses  on  those  that 
experience  a  disproportionate  burden  of  disease, 
disability,  and  death.  This  focus  in  minority  communities 
is  justified  and  essential  for  achieving  national  health 
objectives.9  Many  of  the  behavioral  factors  that  explain 
the  disparities  in  health  status  can  be  changed.  However, 
progress  toward  reaching  national  goals  and  objectives 
will  require  greater  research  into  the  behavior,  motivation, 
and  relationship  of  people  at  the  grassroots  level.10  But,  as 
a  precondition  for  obtaining  this  insight,  researchers  must 
also  understand  that  there  is  a  distrust  of  research  in  the 
Black  community,  due  to  negative  experiences  with 
researchers. 

Collaboration  and  cooperation  between  the 
medical  and  health  sectors  and  community 
groups  could  alleviate  some  of  this  suspicion. 


In  an  article  titled,  "A  Legacy  of  Distrust:  African- 
Americans  and  Medical  Research,"  Dr.  Vanessa 
Northington  Gamble  suggests  that  "a  historical  analysis  of 
racism  and  American  medicine  illuminates  the  ways  in 
which  the  profession  has  been  used  to  support  racist  social 
institutions,  and  has  in  turn  been  influenced  by  them."11 
The  Tuskegec  Syphilis  Study  is  highlighted  to  illustrate 
this  point.  This  study  was  conducted  from  1932-1972  by 
the  United  States  Public  Health  Service  (USPHS).  The 
experimental  group  consisted  of  400  poor  Black 
sharecroppers  from  Macon  County,  Alabama  with  latent 
Syphilis,  and  the  control  group  consisted  of  200  men 
without  the  disease.  Treatment  was  denied  to  the 
experimental  group  in  order  to  document  the  natural 
development  and  history  of  the  disease.  Numerous  reports 
on  the  study  were  published  in  prominent  medical 
journals  and  the  study  had  received  much  notoriety 
throughout  the  medical  community.  After  reviewing  the 
study  in  1969,  a  committee  from  the  Centers  for  Disease 
Control  (CDC)  decided  to  continue  it.  The  study  was 
eventually  terminated  because  a  USPHS  worker  leaked 
the  information  to  the  press.  The  media  disclosure  and 
public  outrage  not  only  led  to  the  termination  of  the  study, 
but  ultimately  to  the  National  Research  Act  of  1974, 
which  mandated  institutional  review  board  approval  of  all 
federally-funded  projects  involving  human  subjects.12 

The  specter  of  suspicion  has  been  raised  once  again  as 
the  numbers  of  Blacks  infected  with  HIV  and  AIDS 
increases.  Concerns  about  genocide  and  conspiratorial 
schemes  are  real,  and  researchers  must  willingly  engage 
in  dialogue  around  these  concerns  and  not  merely  dismiss 
them  as  "much  ado  about  nothing."  Collaboration  and 
cooperation  between  the  medical  and  health  sectors  and 
community  groups  could  alleviate  some  of  this  suspicion. 
But,  the  lack  of  a  collaborative  effort  too  often  results  in 
the  formation  of  false  hypotheses  about  observed 
behavior,  by  those  who  are  from  different  cultures  than 
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the  clients.  The  benefits  of  collaboration  are  symbiotic. 
This  is  precisely  why  guidelines  from  National  Institutes 
of  Health  (NIH)  call  for  the  inclusion  of  women  and  non- 
white  subjects  in  studies,  and  if  they  are  omitted  from  a 
study,  a  compelling  reason  for  their  exclusion  should  be 
provided.  Researchers  will  be  unable  to  recruit  people  of 
color  for  inclusion  in  NIH-funded  studies  without  first 
addressing  this  issue  of  distrust.  As  one  safeguard,  I 
recommend  the  establishment  of  community  review 
boards  to  approve  and  monitor  community  research 
projects. 

In  an  article  titled,  "Community  Research:  Partnership 
in  Black  Communities,"  J.  Hatch  et  al.  suggest  that 
finding  a  common  ground  between  researchers  and  a 
particular  community  is  the  goal  of  collaborative  research. 
Collaboration  is  possible  when  each  party  has  a  stake  in 
the  design  of  studies  and  the  interpretation  of  research 
findings.13  In  his  book  The  Disturbed  Subject: 
Epistemological  and  Ethical  Implications  of  Reactivity  in 
Videotape  Research,  Jeffrey  Roth  suggests  that 
collaboration  between  researchers  and  subjects  actually 
enhances  the  internal  validity  of  a  study  because 
alternative  explanations  for  the  findings  would  be 
identified  and  discussed.14  In  addition,  a  collaborative 
research  model  ought  also  to  ensure  the  continuation  of 
the  health  promotion  intervention  when  the  research 
project  is  concluded.  The  withdrawal  of  resources  at  the 
conclusion  of  a  project  only  adds  to  the  prevailing 
distrust.15 

New  models  for  health  promotion  intervention  and  new 
models  for  community-based  collaborative  research  are 
required  as  a  partial  strategy  to  address  the  disparities  in 
the  health  care  status  of  women.  These  models  are 
necessarily  similar  because  community  involvement  and 
cultural  awareness  are  integral  to  both.  The  challenge  for 
the  researcher  and  the  community  is  to  find  the  common 
ground  where  each  has  a  stake  in  the  process  and  the 
product,  thus  creating  a  win-win  situation.  If  institutions 
continue  to  seek  NIH-supported  funding  for  research,  a 
dialogue  about  issues  of  trust  must  occur  between 
institutions  and  communities  of  color  as  a  first  step  to 
gaining  access  to  a  study  population.  Creating  an  effective 
model  for  community-based  health  promotion  program 
intervention,  combined  with  strong  advocacy  for  access  to 
health  care  will,  over  time,  change  the  statistics  and 
decrease  the  racial  disparities  in  health  status  for  women. 
To  be  sure,  the  challenge  is  formidable,  but  new 
approaches  to  health  promotion  are  required  to  move 


beyond  the  rhetoric  on  achieving  the  surgeon  general's 
objectives  for  the  year  2(MX). 
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Can  the  Health 

Needs  of  African 

American  Men 

Be  Met  Through 

Public  Health 

Empowerment 

Strategies? 

by  Deborah  Prothrow-Stith 
and  Eric  Whitaker 


Health  promotion  and  disease  prevention  efforts,  which 
use  empowerment  strategies  and  emphasize  community 
control,  are  essential  to  overcoming  the  legacy  of  medical 
malfeasance  and  successfully  improving  the  health  status 
of  black  males.  This  discussion  depicts  the  legacy  of  harm 
and  presents  the  case  for  empowerment  strategies;  it  also 
describes  one  Boston  community-based  program  example 
of  utilizing  an  empowerment  strategy  and  concludes  with 
a  challenge  to  all  health  professionals  to  become  enablers 
of  empowerment  rather  than  obstructions  to  it. 

The  Natural  Tension  Between 
Health  Care  and  Empowerment 

It  seems  obvious  that  public  health  practitioners  who 
work  in  conjunction  with  individuals  who  know  and  live  in 
communities  of  color  will  be  more  effective  than  those  who 
do  not.  Yet  we  know  that  giving  others  power  and  control  is 
a  "radical"  concept  and  its  promotion  and  utilization  within 
public  health  creates  a  natural  tension.  This  tension  exists 
between  public  health  and  empowered  people  and 
communities.  As  an  institution,  public  health  collects  data 
on  health  outcomes,  interprets  that  data,  decides  which 
health  risks  it  will  address,  designs  interventions  and 
marshals  resources  necessary  to  change  the  habits, 
behaviors  and  outcomes  of  an  at-risk  community.  Often  the 
intervention  is  thrust  upon  a  community  and  it  is  told  — 
"This  will  be  good  for  you.  Now  take  your  medicine." 
Accepting  the  theory  of  empowerment  means  public  health 
must  recognize  it  does  not  have  all  of  the  necessary  tools  to 
accomplish  real  change,  especially  for  our  most 
disenfranchised  at-risk  groups,  like  African  American  men. 

In  planning  public  health  initiatives,  the  need  to  rely 
upon  the  indigenous  culture  and  social  structure  and  to 
use  special  strategies  to  empower  those  in  the  targeted 
culture  is  often  more  obvious  when  the  practitioners  are 


from  a  different  culture  or  when  they  speak  a  different 
language.  However,  when  addressing  problems  "at  home" 
practitioners  appear  more  likely  to  ignore  this  necessary 
and  natural  partnership. 

The  under-utilization  of  health  care  institutions  by 
African  American  men  in  the  face  of  greater  problems  and 
health  needs  has  been  well  documented  by  providers, 
public  health  practitioners,  and  academicians.  Addressing 
the  unmet  need  has  been  the  challenge  for  many  urban, 
community-based  programs.  Many  such  programs, 
initially  designed  to  meet  the  needs  of  women,  are  now 
developing  and  implementing  strategies  to  reach  men. 

Practitioners  working  to  prevent  HIV,  smoking,  cancer, 
violence,  tuberculosis  or  other  health  problems  have 
empowerment  as  a  goal.  There  are  many  other  impressive 
efforts  to  utilize  this  concept  and  apply  it  to  the  practice  of 
public  health.  Alcoholics  Anonymous  and  the  women's 
self-help  movement  represent  such  empowerment-based 
challenges  to  traditional  medicine  and  health  care  which 
can  measure  their  successes  in  lives  saved.  Examples 
within  the  African  American  community  include  national 
efforts  like  the  National  Black  Woman's  Health  Project. 

If  there  is  hope  for  improving  the  health  status  of 
African  American  males,  then  it  lies  in  those  examples  of 
community-led  self-help  empowerment  activities  where 
the  medical  establishment  has  been  willing  to  or  forced  to 
give  up  control  and  follow. 

The  Black  Male  Clinic 

Building  on  the  empowerment  literature  with  its 
history  in  the  "social  action  ideology"  of  the  sixties,  R. 
Braithwaite  describes  the  community  organization  and 


This  article  is  based  on  a  forthcoming  publication  entitled,  THE  STATUS  OF  BLACK  MEN  IN  AMERICA,  edited  by  Robert  Jennings,  et  al.  The  expanded  forthcoming 
article  focuses  on  two  case  studies,  the  Black  Male  Clinic  and  Project  LIFE  in  Boston,  Massachusetts. 
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development  (COD)  approach  as  "engaging  African 
American  communities. ..in  health  education  and  health 
promotion  programming  [through  efforts]... designed  to 
foster  community  control  and  empowerment."'  He  further 
states  that,  "health  promotion  is  likely  to  be  successful 
when  the  community  at  risk  identifies  its  own  health 
concerns,  develops  it  own  prevention  and  intervention 
programs,  forms  a  decision  making  board  to  make  policy 
decisions  and  identifies  resources  for  program 
implementation."2  An  example  of  the  successful  use  of 
several  COD  strategies  to  plan  and  implement  a  new 
program  is  found  in  the  origins  of  the  Black  Male  Clinic 
of  the  Harvard  Street  Neighborhood  Health  Center 
(HSNHC).  Established  in  1969  as  an  outgrowth  of  the 
City's  well  baby  clinic  and  incorporated  as  an 
independent  entity  in  1976,  HSNHC  serves  Roxbury, 
Dorchester  and  Mattapan  neighborhoods.  These 
neighborhoods  were  described  as  "death  zones"  because 
they  have  the  greatest  excess  mortality  in  the  state  of 
Massachusetts  for  cancer,  stroke,  homicides,  diabetes, 
chronic  obstructive  pulmonary  disease,  injury  and  motor 
vehicle  crashes — every  disease  category  measure  except 
suicide.3 


The  sense  of  ownership  and  control  over  the 
clinic  by  participants  spilled  over  into  the 
community  and  became  a  rallying  point  for 
black  men. 


Approximately  7,000  people  make  45,000  visits  to 
HSNHC  each  year,  about  34  percent  are  covered  by 
Medicaid  (including  a  state  sponsored  managed  care 
plan),  20  percent  private  pay  and  33  percent  free- 
care/uninsured.  Eighty-three  percent  of  the  patients  are 
African  American,  fourteen  percent  are  Haitian  and  other 
Caribbean  and  three  percent  are  Latinos.  The  staff  has  a 
similar  ethnic  profile  and  many  speak  Haitian  Creole  and 
Spanish. 

Seventy  percent  of  the  patient  visits  are  females  and  a 
majority  of  the  male  visits  are  by  children  under  age  five. 
The  under-utilization  of  HSNHC  by  black  males  was  an 
ongoing  concern  which  acutely  increased  when  statistics 
showed  an  alarming  decline  in  life  expectancy.  The 
center's  director,  an  African  American  man,  developed  a 
strategy  designed  to  directly  address  the  problem  and 
increase  clinic  utilization.  The  process  yielded  a 
conference  co-sponsored  by  the  Massachusetts 
Department  of  Public  Health  along  with  several 
community  organizations  and  resulted  in  a  specialized 
clinic  for  black  men. 

Increasingly  focus  groups  are  being  used  by  health  and 
human  service  providers  to  assess  client  needs  and  gather 
feedback.  This  valuable  tool  of  the  trade  is  also  utilized 
extensively  by  advertising  agencies  and  corporations  to 
determine  the  appropriateness  of  a  product,  to  further 
develop  a  product,  and  to  determine  the  optimal  ways  to 


market  a  product.  It  is  also  used  to  attract  nev.  clients.  A 

trained  facilitator  is  used  to  engage  discussions  among 

small  groups  of  people  from  the  target  audience. 
Participants  respond  to  several  guideline  questions  and 
statements.  Discussion  is  encouraged,  especiail)  soliciting 
group  responses  to  ideas  raised  b\  group  participants. 

Focus  groups  were  used  to  answer  the  question:  "How 
can  HSNHC  get  black  men  to  utilize  its  services  m  greater 
numbers'?"  This  methodology  was  selected  because  a 
more  quantitative  survey  methodology  would  have 
limited  the  results  to  those  answers  researchers  included 
as  questions.  Traditional  surveys  constrain  the  respondent 
to  the  answers  that  are  on  the  page;  the  designer  must 
presuppose  all  the  possible  answers.4  Focus  groups, 
though  less  quantitative,  were  deemed  a  better  way  to  get 
information  in  this  setting  because  they: 

1)  provide  the  researcher  information  on  the  full  range 
of  responses; 

2)  allow  greater  depth  of  information  with  secondary 
and  tertiary  level  explanations; 

3)  yield  greater  clarity,  so  that  any  unclear  answers  can 
be  discussed; 

4)  enable  less  literate  participants  to  fully  participate; 

5)  are  more  reciprocal  and  provide  greater  information 
to  participants;  and, 

6)  demonstrate  concern  and  interest  to  the  participants 
which  can  assist  in  public  relations.5 

Nine  groups  of  ten  men  ages  30  to  70  from  HSNHC's 
target  neighborhoods  met  to  discuss  questions  designed  to 
determine  how  to  make  HSNHC  more  attractive  to  black 
men,  how  to  market  the  clinic  to  black  men  and  how  to 
encourage  men  to  seek  and  keep  medical  appointments. 
The  data  from  these  sessions  are  hardy,  a  usual  outcome 
of  qualitative  research.  Common  themes  and  original 
ideas  were  culled  to  develop  the  clinic  and  design  a 
marketing  strategy.  Several  critical  points  emerged  from 
these  sessions: 

1)  participants  did  not  generally  receive  an  annual 
physical  exam; 

2)  when  physicals  were  received  they  were  mandated 
by  work; 

3)  participants  did  not  know  the  HSNHC  had  services 
for  men;  they  thought  it  was  a  clinic  for  women  and 
children; 

4)  confidentiality  was  a  major  concern; 

5)  costs  associated  with  health  care  were  a  major 
concern; 

6)  there  were  previous  bad  experiences  with  the 
medical  establishment  being  "unfriendly"  to 
participants;  and, 

7)  there  was  concern  for  experimentation  without  their 
knowledge  and  other  unethical  practices. 

Several  specific  suggestions  were  made  for  where  and 
how  to  market  clinic  services.  A  particular  emphasis  was 
placed  on  getting  family  members  to  encourage  men  to 
seek  health  care.  The  success  of  this  effort  can  be 
measured  in  the  enthusiastic  response  of  the  participants, 
the  initiation  of  the  marketing  campaign,  and  in  the 
increasing  clientele  for  the  Black  Male  Clinic.  The  sense 
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of  ownership  and  control  over  the  clinic  by  participants 
spilled  over  into  the  community  and  became  a  rallying 
point  for  black  men.  Focus  groups  are  a  strategy  for 
empowerment  particularly  when  a  service  or  policy  is 
directly  related  to  the  outcome. 

Overcoming  the  Legacy 

Community  and  individual  empowerment  strategies 
must  be  incorporated  in  public  health  programs  if  we 
intend  to  improve  the  health  status  of  black  males.  The 
creative  community  public  health  specialist  must  confront 
and  convince  the  traditional  paternalistic  institutions  that 
unless  the  advice  and  consent  of  the  affected  community 
is  solicited  and  heeded,  efforts  will  be  futile.  Successful 
programs  like  the  Black  Male  Clinic  can  be  used  as 
models  for  other  community-based  health  efforts. 

Focus  groups,  long  used  by  marketing  firms,  offer 
planners  an  ideal  tool  to  guide  strategic  program 
development.  By  design,  the  focus  group  relies  on  its 
target  audience  to  set  standards,  garner  opinions  and  reach 
conclusions.  The  process  should  be  incorporated  in  the 
very  earliest  project  planning  stages  to  utilize  the  free 
form  give  and  take  of  this  marketplace  of  ideas. 

The  challenge  to  the  American  health  care  community 
in  its  effort  to  improve  health  outcomes  for  black  males 
and  other  groups,  depends  on  the  willingness  of  the 
system  to  identify  itself  as  a  barrier  to  empowerment.  The 
institutions  must  begin  to  listen  to  the  voices  and  ideas  of 
the  disempowered  and  become  agents  for  rather  than 
barriers  to  change. 
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In  1978,  members  of  the  Southeastern  Organ 
Procurement  Foundation  approached  us  concerning  the 
disparity  between  the  large  number  of  African  American 
patients,  50%  to  70%  of  all  patients  on  dialysis  (artificial 
kidney  machines),  and  the  small  number  of  African 
American  donors  (3%),  and  asked  us  why  and  what  could 
be  done  about  it?  From  my  perspective  as  an  African 
American  transplant  surgeon  at  Howard  University,  these 
observations  piqued  my  curiosity  and  I  agreed  to 
investigate  them.  Our  investigation  took  us  into  three  areas: 

1.  An  evaluation  of  the  data  regarding  transplantation 
in  patients  at  the  Howard  University  Hospital 
Transplant  Center  (HUTC). 

2.  A  search  to  find  the  actual  incidence  and  cause  of 
end-stage  renal  disease  (ESRD)  in  the  District  of 
Columbia  (DC)  and  throughout  the  nation. 

3.  Finding  an  answer  to  the  question  "Why  are  African 
Americans  reluctant  to  leave  organs  and  tissues 
behind,  after  the  death  of  their  loved  ones?"1 

Materials  and  Methods 

The  first  step  of  the  investigation  was  internal  and 
required  us  to  identify  the  number  of  African  American 
cadaver  kidneys  used  for  transplantation  into  HUTC 
patients.  We  found  that  41  of  47  (87%)  in  19822  and  48  of 
61  (78%)  of  the  organs  in  19853  that  were  transplanted  into 
HUTC  patients  were  from  Caucasians  and  20%  or  less  of 
donated  organs  were  from  African  Americans.  The  next 
step  was  to  look  at  the  incidence  of  ESRD  in  the  District  of 


Columbia  (DC)  and  nationally  and  identify  the  most 
common  causes.4  This  investigation  unmasked  the  fact  that 
DC,  in  1980,  had  the  highest  incidence  of  ESRD  in  the 
nation  and  that  hypertension  was  the  leading  cause  of 
ESRD  in  DC,  and  the  African  American  population  at 
HUTC  accounted  for  60%  of  the  cases  of  ESRD/  With 
these  questions  answered  and  the  nature  of  the  problems 
unmasked,  attention  was  then  directed  to  the  third  issue. 
Why  were  African  Americans  reluctant  organ  and  tissue 
donors?  We  then  discussed  these  data  with  Dr.  James 
Bayton,  the  nationally  renown  psychologist  at  Howard 
University.  Together,  we  identified  a  pilot  project  to  answer 
questions  relating  to  the  paucity  of  African  American 
donors.  With  the  psychology  team  designated  and 
appropriate  questions  selected,  2-hour  interview  sessions 
were  scheduled.  This  pilot  project  was  then  funded  with 
$500  used  to  interview  40  African  American  DC  residents.6 
This  project  began  in  1980  and  was  completed  in  1 98 1 .  The 
two  major  accomplishments  of  this  pilot  project  were: 
1.  We  identified  the  five  most  commons  reasons  for 

unwillingness  to  donate  by  the  black  population  of 

DC,  they  were: 

(a)  A  lack  of  renal  disease  and  transplantation 
awareness. 

(b)  Religious  myths,  misperceptions,  and 
superstitions. 

(c)  A  lack  of  trust  in  health  care  providers  and  the 
health  administrative  process. 

(d)  A  fear  that  signing  organ  donor  cards  might 
change  the  emphasis  from  life-saving  priority  to 
organ  donor  priority. 


This  article  is  based  on  a  previously-published  version  in  TRANSPLANTATION  PROCEEDINGS,  Vol.  27,  No.  1  (February),  1995,  pp  1441-1443.  Reprinted  by  permission 
of  Appleton  &  Lange. 
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(e)  A   fear   that   the   racism,    which   African 
Americans  experience  on  a  daily  basis  in  life, 
would  remain  after  death  and  all  black  donated 
organs  would  go  to  white  people. 
2.  We  observed  that,  prior  to  the  interview  session, 
10%  of  those  interviewed  had  signed  organ  donor 
cards;  but  after  the  2-hour  interview  sessions,  100% 
of  those  interviewed  were  willing  to  sign  organ 
donor  cards.  This  suggested  to  us  that  the  modus 
operandi  used  in  the  interview  sessions — face-to- 
face  dialogue — was  the  key  to  changing  the 
attitudes  and  behavior  of  African  Americans  toward 
organ  donation.  With  this  in  mind,  we  identified  a 
strategy  emphasizing  a  face-to-face  dialogue,  grass 
roots  effort  with  a  minority  targeted  message 
(directed  to  the  five  obstacles  identified  by  this 
survey)  delivered  by  ethnically  and  culturally 
similar  and  sensitive  community  messengers  who 
were  health  care  providers,  transplant  recipients, 
patients  waiting  for  organs,  and  donors  and/or  their 
family  members.  We  later  found  that  spouses  and 
significant  others  from  these  groups  were  also  very 
effective  messengers.7 
The  District  of  Columbia  Organ  Donor  Program 
(DCODP)  was  born  in  August  of  1982  under  the  auspices  of 
the  HUTC  and  the  Capital  Area's  National  Kidney 
Foundation.  Between  1982  and  1986,  the  impact  of  this 
project  was  evident  with  organ  donor  designations 
increasing  from  25  per  month  in  1982  to  greater  than  600 
per  month  by  1986  and  the  number  of  organ  donations  from 
African  Americans  doubling  as  determined  by  reviewing 
Southeastern  Organ  Procurement  Foundation  regional  data.8 
These  data  were  presented  at  the  American  Council  on 
Transplantation's  annual  meeting  in  Chicago,  in  the  Spring 
of  1986.  There,  representatives  from  the  Dow  Chemical 
Company  became  interested  in  the  shortage  of  African 
American  donors  and  initiated  the  Dow  Black  Donor 
Education  Programs  which  followed  under  the  umbrella  of 
the  Dow  Take  Initiative  Program  (DOW-TIP).  These 
programs  were  active  from  1986  to  1992,9  and  included  the 
following  black  donor-targeted  education  programs: 

1.  A  30-city  National  Black  Donor  Education 
Outreach  Program  (1986  to  1992). 

2.  Dow/NAACP,  a  National  Black  Community  Grass 
Roots  Black  Donor  Awareness  Program  in  six  pilot 
cities:  New  York,  St.  Louis,  Detroit,  Memphis, 
Baltimore,  and  Houston.  With  each  NAACP  chapter 
receiving  detailed  programs,  handbooks,  brochures, 
Bill  Cosby  PSA's,  and  ongoing  counsel  (1989  to 
1991). 

3.  The  Dow  Transplant  a  Miracle  Donor  Education 
Brochure — 100,000  distributed  since  its  creation  in 
1987. 

4.  "A  Second  Chance"  Donor  Education  Video — 
produced  in  1990  and  viewed  by  thousands — 350 
copies  distributed  initially. 

5.  A  Dow/Clive  Callender  Fellowship  Program,  which 
was  developed  in  1989  and  granted  to  seven 
medical  students  to  work  with  transplant  surgeons 


in  an  effort  to  increase  the  number  of  African 
Americans  and  other  minority  transplant  surgeons. 
6.  A  College  Donor  Awareness  Program  (1991  to 
1992)  which  was  taken  to  four  historically  black 
colleges,  i.e.,  Howard  University,  North  Carolina 
A&T  University,  Prairie  View  A&M  University,  and 
Southern  University  (Baton  Rouge  and  New 
Orleans  campuses).  With  Dow's  support,  student 
organizations  worked  with  local  organ  procurement 
organizations  and  spearheaded  week-long  donor 
awareness  campaigns.  More  than  40,000  students 
and  faculty  at  the  participating  universities,  their 
families,  and  surrounding  communities  learned 
about  the  importance  of  organ/tissue  donation  and 
transplantation  through  these  campus  activities. 

Results 

As  a  consequence  of  the  prior  efforts  of  the  DCODP 
and  the  DOW-TIP,  the  following  results  were  achieved: 

1.  The  DCODP  was  formally  commended  in  1990  by 
the  National  Kidney  and  Urologic  Disease  Advisory 
Board  of  the  National  Institutes  of  Health  "for  the 
enormous  success  their  work  had  achieved."10 

2.  The  DOW-TIP  Black  Donor  Education  Program 
was  cited  and  selected  in  1991  by  the  authors  of 
Public  Education  in  Organ  and  Tissue  Donations, 
Reviews  and  Recommendations:  A  Planning  Tool 
for  the  Transplant  Community,  as  the  successful 
organ  donor  program  to  analyze  and  fully  evaluate 
as  a  role  model  for  organ  donor  programs.11 

3.  The  DCODP  and  DOW-TIP  programs  were 
partially  responsible  for  the  following  remarkable 
accomplishments: 

(a)  The  organ  donor  consent  rate  in  the  District  of 
Columbia  increased  from  10%  in  1978  to  51% 
in  1993.12 

(b)  The  number  of  DC  residents  signing  organ 
donor  cards  increased  from  25/month  in  1982  to 
750/month  in  1988. 

(c)  The  number  of  African  Americans  aware  of  the 
highly  successful  nature  of  transplantation 
increased  from  10%  in  1985  to  31%  in  1990 
(1985  and  1990  Dow  Gallup  Surveys).13 

(d)  The  number  of  African  Americans  signing  organ 
donor  cards  increased  from  7%  in  1985  to  24% 
in  1990  (1985  and  1990  Dow  Gallup  Surveys). 

(e)  The  number  of  African  American  organ  donors 
per  million  increased  from  8  in  1982  to  20  in 
1992. 

(f)  The  number  of  African  American  donors 
increased  from  3%  in  1982  to  11.6%  in  1993.14 

(g)  Organ  donation  in  blacks — a  critical  frontier 
highlighting  (a)-(f),  was  published  in  The  New 
England  Journal  of  Medicine  (August  1991),  the 
premiere  medical  journal  in  the  United  States.15 

(h)  By  1993  the  transplanted  kidneys  received  from 
African  American  donors  at  the  HUTC  had 
increased  from  6  of  47  (20%)  in  1982  to  26  of 
60  donors  (41%)  in  1993. 
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(i)  As  a  consequence  of  their  role  in  the  successes  of 
(a)  through  (g) — the  HUTC  received  a 
$1,257,458.00  research  contract  from  the  Office 
of  Research  on  Minority  Health  Research  at  the 
National  Institutes  of  Health  from  June  1993  to 
June  1995  to  establish  the  Minority  Organ  Tissue 
Transplant  Education  Program  (MOTTEP).  This 
contract  allowed  us  to  establish  and  extend 
community-based  transplant  education  programs 
to  minority  populations  in  11  cities  with  the 
highest  minority  populations:  Washington,  DC; 
Cleveland,  Ohio;  Los  Angeles,  California; 
Birmingham,  Alabama;  Houston,  Texas; 
Brooklyn,  New  York;  Honolulu,  Hawaii;  the 
Pima  Indian  Reservation  in  Arizona;  Chicago, 
Illinois;  Nashville,  Tennessee;  and  Atlanta, 
Georgia.  The  goal  of  this  contract  is  the 
development  of  a  model  organ  tissue 
transplantation  program  to  increase  minority 
organ  tissue  donations.  This  program  has 
developed  a  pre-  and  post-test  and  survey  tool 
which  will  allow  for  the  objective  evaluation  of 
community  presentations  as  well  as  their 
optimization;  it  will  also  search  for  a  correlation 
between  the  signing  of  organ  donor  cards,  family 
discussions,  and  an  increase  in  minority  donation 
rates.  A  successful  MOTTEP  Program  with  an 
increase  in  donations  of  only  5  per  year  in  the 
African  American  and  Hispanic  (Latino) 
populations  alone  can  save  $50  to  $100  million 
from  kidney  donations  and  upwards  of  one 
billion  dollars  if  other  life-saving  organ 
transplants  are  considered.16 

Discussion 

The  lesson  learned  from  these  grass  roots  community 
educating  and  empowering  efforts  is  that  we  have 
underestimated  the  power  of  an  educated  community  as 
an  effective  change  agent.  Before  we  began  this  effort  it 
was  widely  believed  that  minorities  (blacks  and 
Hispanics)  just  would  not  donate.  Our  initial  efforts  give 
much  credence  to  the  belief  that  this  just  isn't  so.  The 
difference  I  believe  is  the  empowered  community.  To  this 
end,  I  believe  the  answer  to  the  problem  of  minority 
overrepresentation  on  dialysis  and  transplant  waiting  lists 
is  to  overcome  the  lack  of  minority  participation  at  all 
levels.17  Education,  research,  and  resource  allocation  are 
critical,  but  as  long  as  these  continue  to  be  characterized 
by  minimal  minority  participation  and  decision  making 
power,  these  efforts  are  doomed  to  fail.  The  new  thrust 
must  be  to  allow  minority  community  input  and 
responsibility  at  all  levels.  MOTTEP  is  an  important  first 
step,  but  the  steps  that  follow  must  allow  utilization  of  a 
newly  formed  group,  the  American  Society  of  Minority 
Health  and  Transplant  Related  Professionals,  to 
participate  at  all  levels  of  resource  allocations  for 
minorities — they  must  be  permitted  to  serve  as  the  brain 
trust  for  all  minority  endeavors  in  America.  This  then 
would  launch,  in  a  major  way,  serious  efforts  to  narrow 


the  gap  between  minorities  and  others.  This  would  be  a 
giant  step  forward  and  mark  the  beginning  ol   the 
implementation  of  a  national  minority  transplant  Btrati 
thus  making  the  still  elusive  minority  transplant  equity  a 

reachable  dream  in  America. 
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Disadvantaged  Local 

Communities: 

Proposing  User  Fees 

Based  on  Some 

International 

Experiences 

by  Saskia  Wilhelms 

Characteristics  and  Distribution  of 
Health  Care  in  the  United  States 

The  fact  that  national  health  care  reform  in  the  United 
States  has  been  stalled  is  not  reason  for  resign.  More  than 
ever,  one  has  to  design  and  implement  creative  options  to 
achieve  satisfactory  health  service  at  low  costs.  The 
political  turnover  in  Congress  shifts  more  responsibility  to 
local  governments.  This  means  less  funding  and  less 
willingness  by  the  national  government  to  be  held 
accountable  for  health  and  social  services.  On  the  other 
hand,  this  situation  may  carry  opportunity  to  impact  social 
policies  on  a  local  level. 

The  living  conditions  in  some  of  our  communities 
equal  those  in  so-called  third  world  countries.  It  is  well 
known  that  New  York  City's  infant  mortality  rate,  for 
instance,  surpasses  that  of  Bangladesh.1  A  main  reason  for 
these  dismal  conditions  is  the  neglect  by  federal  and 
regional  policymakers.  Another  is  the  sentiment  among 
the  general  public  of  not  feeling  responsible  for  the  well 
being  of  their  fellow  citizens  (or  "only"  fellow  human 
beings,  as  has  been  demonstrated  by  the  voters'  support 
for  proposition  187  in  California).  Those  affected 
complain  they  are  forgotten  and  insist  on  the 
government's  provision  of  social  services. 

Where  can  one  break  through  this  cycle  of  passing  the 
buck?  There  is  no  simplistic  solution  to  determining  how 
much  responsibility  should  rest  with  the  different  levels  of 
the  government,  and  how  much  with  the  users  of  health 
care.  That  is  true  especially  since  the  users  are 
characterized  by  huge  income  differentials.  Answers  to 
the  dilemma  depend  more  often  than  not  on  one's  political 
opinion  rather  than  on  evidence. 

So  far,  national  health  care  systems  in  countries  such  as 
Canada  and  Germany  have  been  cited  as  blueprints  for  an 
overhaul  of  the  U.S.  system.  Since  an  overall  health  care 
reform  has  failed  so  far,  one  has  to  search  for  meso-  and 
micro-solutions.  Many  of  these  have  been  tried  through 
projects  and  policy  reforms  in  industrializing  countries. 
Instead  of  comparing  local  conditions  to  the  negative 


conditions  in  countries  in  the  southern  hemisphere,  it  is 
more  fruitful  to  make  international  comparisons  in  order 
to  analyze  the  range  of  experiences  with  health  service  in 
order  to  derive  positive  models  for  improving  care  here. 

Although  the  overall  framework  of  an  industrialized 
nation  versus  that  of  a  non-industrialized  nation  differs, 
there  are  parallels  that  make  a  comparison  worthwhile. 
The  income  gap  in  the  United  States  is  characterized  by 
severe  inequality,  with  the  total  income  of  the  richest  ten 
percent  equaling  that  of  the  poorest  sixty  percent.  They 
share  this  rank,  among  others,  with  Togo,  Benin,  the 
Sudan,  Somalia,  and  India.2  This  implies  huge  inequalities 
in  the  user  pool,  that  need  to  be  taken  into  account  when 
planning  health  care.  Both  in  the  United  States  and  in 
West  Africa,  for  example,  disadvantaged  communities  are 
situated  in  impoverished  city  neighborhoods  and  remote 
rural  areas.  Responsibility  for  their  health  care  is  shifted 
from  one  institution  to  the  other.  This  results  in  fear  of 
unmanageable  bills  among  potential  users,  which  in  turn 
serves  as  a  deterrent  to  seeking  preventive  and  curative 
health  care.  Besides  causing  individual  suffering,  this 
insecurity  leads  to  high  social  costs  due  to  losses  in  labor 
productivity.3  The  following  experiences  from  West 
Africa  will  illustrate  options  for  the  improvement  of  local 
health  care,  and  thus  enhance  personal  and  societal 
welfare  despite  incapacities  in  the  national  government. 

Experiences  from  Selected 
West  African  Countries 

Due  to  a  lack  of  financial  resources  in  the  national  and 
communal  budgets,  West  African  countries,  such  as 
Ghana  and  Sierra  Leone,  do  not  have  an  encompassing 
health  care  system,  which  is  aggravated  by  a  dearth  of 
sanitary  systems.  Government  policies  exhibit  an  urban 
bias  in  favoring  the  urban  classes  that  are  vocal,  and  often 
affluent  and  influential,  over  the  comparatively  poor  and 
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powerless  rural  population.  In  the  countryside,  the  fact 
that  hospitals  are  far  and  medication  costly  makes  for 
mortality  rates  that  are  higher  than  those  in  urban  areas.4 
The  governments'  health  care  policies  depend  heavily  on 
external  aid,  and  are  modeled  after  capital  and 
technology-intensive  health  programs  of  industrialized 
countries.  The  pursuit  of  these  policies  result  in  gross 
inequalities  among  actual  and  potential  users  due  to  the 
different  economic  and  political  realities  in  developing 
nations.  Social  services  receive  only  irregular  funding  due 
to  budget  deficits.  The  only  individuals  who  can  still  take 
advantage  of  health  care  are  those  that  can  use  their 
political,  social,  and  economic  influence.  Others  are  left  to 
treating  themselves  and  to  purchasing  overpriced, 
unspecified  medication  on  the  parallel  market.  Itself  not 
adversely  affected,  the  elite  does  not  commit  to 
reorganizing  the  health  care  system  based  on  the 
participation  of  the  entire  population — which  in  turn, 
expects  the  government  to  cater  to  their  health  needs  free 
of  charge  and  thereby  makes  cost-efficient  restructuring 
impossible.5 

The  only  individuals  who  can  still  take 
advantage  of  health  care  are  those  that  can  use 
their  political,  social,  and  economic  influence. 

At  this  critical  point,  the  debate  over  user  fees  must  be 
re-introduced.  Should  users  pay  for  health  service  even 
when  they  are  poor?  Some  say  that  in  order  to  avoid 
hurting  the  poor  and  driving  up  opportunity  costs  through 
disease,  health  care  should  be  free  for  the  financially 
weak  segments  of  society.  This  could  be  accomplished  by 
more  effective  administration  of  public  health  care  and  the 
use  of  preventive  rather  than  curative  medicine.6 

Others  argue  that  a  more  effective  administration  and 
the  primary  use  of  preventive  health  care  is  needed  in  any 
case,  and  does  not  drive  costs  down  to  a  level  low  enough 
to  allow  free  service  for  substantial  numbers  of  people. 
Only  an  efficient  and  enforceable  tax  collection  system 
with  a  broad  tax  base  allows  the  creation  of  an 
encompassing  health  care  net  that  will  support  the  poor 
free  of  charge.  Such  a  tax  system  does  not  exist  in 
developing  nations.  Therefore,  their  governments  lack  the 
budgets  to  maintain,  let  alone  expand,  health  care.  Even  if 
they  still  can  pay  their  employees'  salaries,  they  cannot 
meet  recurrent  costs  such  as  those  for  medication  and 
gasoline  to  reach  remote  areas  through  mobile  services. 

From  the  economic  point  of  view,  this  makes  a  case  for 
demanding  user  fees  to  cover  at  least  part  of  the 
expenditures  for  basic  materials  and  operation.  A  study  in 
Cameroon  shows  that  in  areas  where  user  fees  were 
introduced  concurrently  with  a  better  availability  and 
quality  of  health  services,  the  average  cost  for  the  poor 
declined.  This  cost  decrease  is  due  to  the  fact  that  the 
travel  time  to  health  centers  was  shortened,  and  that  they 
received  medication  via  the  health  service  instead  of 


trying  to  obtain  some  form  of  medication  al  overrated 

prices  through  unofficial  channels.  Thus,  the  poor 

benefitted  from  the  introduction  of  usei  lees  more  than  the 
wealthy,  who  previously  had  used  their  clout  to  receive 
inexpensive  health  care. 

What  are  concerns  about  the  introduction  ol  user  tees 
from  a  progressive  perspective?  Well,  experience 
indicates  that  human  beings  take  more  pride  in  themselves 
when  they  are  not  dependent  on  handouts.  They  also  tend 
to  ascribe  more  value  to  a  good  with  a  higher  price, 
irrelevant  of  its  true  value.  The  organization.  Population 
Services  International  (PSI),  based  in  Washington,  IXC- 
has  experienced  that  goods  given  out  for  tree  tend  to  be 
used  less,  and  with  less  care,  than  goods  for  which  a  fee  is 
charged.  Since  PSI  asks  for  a  nominal  fee  of  a  few  cents 
for  the  condoms  it  distributes,  family  planning  campaigns 
in  Africa  have  become  more  successful.  These  examples 
suggest  that  user  fees  can  have  positive  social  and 
economic  effects  on  the  individual  and  societal  level. 
Only  few  would  take  this  to  the  extreme,  however,  and 
argue  that  user  fees  should  be  assessed  according  to  the 
benefit  principle,  meaning  that  the  beneficiaries  of  health 
care  should  pay  for  its  real  costs.  Instead,  fees  should  be 
assessed  according  to  people's  ability  to  pay.  That 
requires  a  progressive  payment  system  which  furthers 
equality,  although  it  is  more  complicated  to  design  and 
implement  than  a  system  based  on  the  benefit  principle. 

An  Agenda  for  Health  Service  in 
Disadvantaged  U.S.  Communities 

In  contrast  to  many  developing  countries,  the  United 
States  has  the  means  to  provide  health  care  for  all.  What 
is  needed  is  an  activation  of  a  broad  political  will.  Thus, 
not  only  individual  hardship  could  be  prevented.  Costs 
that  are  cut  in  health  services  are  likely  to  reappear  as 
multiplied  social  costs  in  other  areas.  Among  the  most 
obvious  examples  are  opportunity  costs  arising  from 
decreased  quality  and  quantity  of  work  (shortened 
concentration  span,  illness,  shorter  life  expectancy),  and 
negative  externalities  due  to  a  spread  of  infectious  and 
contagious  diseases  that  can  be  prevented  through 
treatment  like  vaccination  campaigns,  or  curative 
treatment  with  early  detection  and  medication. 

Until  adequate  national  solutions  are  found,  there  are 
several  concrete  steps  that  can  be  taken  toward 
satisfactory  community  health  service.  The  following 
measures  are  available  at  relatively  low  financial  costs 
and  thus  can  be  adapted  locally  in  disadvantaged 
communities  even  when  the  political  will  and  support 
from  Washington  are  not  forthcoming. 

Care  that  significantly  decreases  short-  and  long-term 
private  and  social  costs  should  include  a)  emphasis  on 
preventive,  rather  than  curative  medicine;  b)  better  access 
of  disadvantaged  urban  and  rural  communities  to  health 
care  through  mobile  health  services  or  other  initiatives;8 
and  c)  maternal  and  child  care  emphasizing  health, 
nutrition,  and  family  planning.  Health  care  can  be 
influenced  positively  in  the  long  run  through  raised  levels 
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of  education  and  income.  But,  additionally,  low  user  fees 
can  be  approached  to  help  certain  groups  develop  a  sense 
of  ownership  over  health  care  policies  and  practices  that 
will  help  to  ensure  these  goals. 
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Programmatic 
Responses  to  the 
AIDS  Epidemic  by 

Communities  of 
Color  in 

Massachusetts 

by  Ron  E.  Armstead 

Background 

The  Centers  for  Disease  Control  found  that  minorities 
now  account  for  more  than  half  of  all  the  HIV  cases  in  the 
United  States.  For  African  Americans,  the  rate  was  more 
than  5  times  as  high  as  that  for  whites.  Further,  the  disease 
has  equally  affected  women  and  children  in  the  African 
American  community;  84%  of  the  AIDS  cases  involving 
children  age  12  and  under  can  be  found  in  the  African 
American  community.  AIDS  has  now  become  the  second 
leading  cause  of  death  for  African  American  women.1 
This  essay  describes  a  research  project  focusing  on  the 
factors  involved  in  developing  and  implementing  AIDS 
programs  in  three  different  agencies  and  cities  aimed  at 
prevention  and  education.  The  project,  Programmatic 
Responses  to  the  AIDS  Epidemic  by  Communities  of 
Color  in  Massachusetts  (PRAECC)  offered  planning 
assistance  that  might  be  utilized  to  enhance  the  overall 
delivery  of  AIDS-related  services.  The  concept  for  this 
research  project  arose  from  a  number  of  concerns:  1)  my 
practical  experience  as  a  social  worker  in  the  federal 
government;  2)  the  increasing  publicity  around  minority 
community  HIV  drug  users'  high  risk  behavior;  and, 
3)  the  alarming  national  statistics  regarding  the  high 
prevalence  rate  of  AIDS  among  African  American 
communities.  (This  case  study  concerns  itself  with 
thematic  issues  rather  than  medical/research  questions  of 
cure  and  treatment.) 

PRAECC  offers  a  contextual  framework  within  which 
one  can  analyze  both  positive  and  negative  aspects  of  the 
community  AIDS  programming  problems.  It  is  a  case 
study  which  provides  a  community-based  organizational 
perspective  that  can  serve  to  inform  policy  makers  and 
administrators  as  to  the  front-line  issues  and  concerns.  In 
addition,  it  is  also  a  planning  process  (i.e.  planning, 
implementation  and  evaluation)  involving  various  parties 
in  collective  problem-solving,  community  consensus- 
building,  information  sharing  and  exchange,  bargaining 
and  negotiating,  analysis  and  reassessment,  as  a 
prerequisite  for  channeling  time,  energy  and  effort. 

PRAECC  targeted  three  major  African  American 
communities  across  Massachusetts  to  compare  and 
contrast  agencies  and  geographic  areas.  The  three  cities 
selected  were:  Boston,  Worcester  and  Springfield.  These 
three  cities  represented  (a)  the  largest  population 


concentrations  of  communities  of  color  in  the  state; 
(b)  the  most  urban  areas  in  the  state;  (c)  the  most  active 
African  American  community-based  agencies  in  the  state; 
and,  (d)  the  oldest  African  American  communities,  in 
most  instances,  in  the  state.  The  three  agencies  selected 
were:  1)  For  Individuals  Recovering  Sound  Thinking,  Inc. 
(FIRST)  of  Boston;  2)  Prospect  House  of  Worcester;  and. 
3)  Northern  Educational  Services  (NES)  of  Springfield. 
FIRST  began  in  1967  as  a  mutual  support  group  for 
inmates  at  the  Deer  Island  House  of  Corrections.  This  was 
the  first  self-help  program  in  any  Massachusetts  Penal 
Institution,  as  well  as  one  of  the  first  such  programs  in  the 
nation.  The  Prospect  House  started  out  as  a  storefront 
neighborhood  drop-in  center  in  1967.  Since  then  it  has 
evolved  into  one  of  the  largest  human  service  agencies  in 
Central  New  England.  As  of  June  1988.  it  had 
approximately  218  employees,  29  programs  in  13 
different  locations.  It  is  a  minority  or  community-based 
organization  that  is  certified  by  the  State  Office  of 
Minority  and  Women  Business  Assistance.  NES  was 
initially  started  in  1963  by  a  disabled  African  American 
war  veteran  by  the  name  of  Mr.  Robert  Hughes.  He 
started  the  inner  city  tutorial  service  with  his  disability 
check  from  the  military.  This  organization  served  as  a 
tutorial  and  cultural  enrichment  program  for  African 
American  students  attending  local  preparatory  schools  in 
the  area.  With  the  assistance  of  federal  funding,  the 
organization  has  evolved  into  a  supportive,  multi-service 
delivery  and  treatment  organization. 

These  three  agencies  are  well  recognized  and, 
cumulatively,  have  a  total  of  approximately  75  years  of 
community  service.  Their  agency  directors,  Mr.  Nathaniel 
Askia,  FIRST,  Inc.  and  Ms.  Norma  Baker,  NES,  are  well 
known  in  their  respective  communities,  and  in  one 
instance,  Ms.  Bette  Price,  Prospect  House  of  Worcester, 
held  public  office.  Further,  they  have  established  track 
records  of  community  service  and  are  highly  committed 
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individuals  who  serve  as  role  models  and  advocates  in 
their  various  communities.  Each  of  them  brought 
something  unique  to  the  discussions  in  terms  of  their 
insight  and  vision. 

In  order  to  complete  this  project,  interviews  were 
conducted  with  each  director  to  assess  their  concerns, 
experiences,  insight  and  vision  for  their  particular 
organizations,  as  well  as  the  future  of  AIDS  programming 
in  communities  of  color.  The  questions  developed  for  the 
interviews  reflected  five  broad  categories  of  inquiry  and 
involved  different  levels  of  concerns:  1)  background  of 
AIDS  programming;  2)  ideal  scenario  for  future  AIDS 
programming,  and  leadership  characteristics  for  AIDS 
program  managers;  3)  evaluation  of  outreach;  4)  strengths 
and  weaknesses  of  their  AIDS  programming;  and, 
5)  questions  the  directors  would  like  to  ask  of  other 
agencies  (state  agencies,  medical/research  institutions,  etc.). 

After  analyzing  the  field  data  obtained  from  interviews, 
three  critical  themes  became  apparent.  The  agency 
directors  felt:  1)  a  sense  of  isolation  from  state  agencies 
and  medical/research  institutions;  2)  a  lack  of  funding  and 
resources  for  organizational  programs  to  meet  expanding 
needs;  and,  3)  a  level  of  sustained  community 
powerlessness,  which  leads  to  the  perpetuation  of 
dependent  relationships. 

Currently,  community-based  organizations  in  African 
American  communities  across  Massachusetts  are 
confronted  with  an  ever  changing  set  of  economic,  social, 
and  political  circumstances.  For  those  reasons,  a  few 
comments  about  each  of  the  three  themes  are  necessary. 


The  sustained  character  of  this  dependency 
relationship  limits  and  fosters  underdevelopment 
of  community-based  organizations. 


These  particular  community-based  organizations  felt  they 
were  isolated  from  funding  and  other  resources  since  the 
AIDS  epidemic  became  paramount.  These  feelings  were 
due  primarily  to  the  fact  that  the  African  American 
community  had  historically  been  underserved  and  denied 
access  to  care.  Other  contributing  factors  of  this  tension 
included  the  withholding  of  funding,  institutionalizing  of 
employment  positions  using  research  grants,  tactics  of 
"divide  and  conquer"  among  community  agencies, 
community  resource  deficits,  as  well  as  exploitation.2  In  a 
very  real  sense,  this  conflict  is  at  least  a  part  of  a  larger 
problem  of  a  lack  of  community  development  and  self- 
sufficiency. 

The  perception  was  that  the  lionshare  of  dollars 
available  for  AIDS  work  was  coming  through  research. 
Thus  large  scale  medical/research  organizations  were  the 
primary  benefactors  of  existing  funding.  However, 
medical  and  research  organizations  thus  far  are  still  in 
need  of  community-based  agencies  to  gather  baseline  data 
from  areas  otherwise  inaccessible  to  them.  Yet,  given  this 


stated  need,  majority  medical/research  organizations  have 
failed  to  explain  their  reluctance  to  provide  appropriate 
funding  for  services  requested  and/or  rendered.  It  is  this 
and  other  funding  that  helps  community-based 
organizations  continue  their  work  at  the  grassroots  level. 

It  is  clear  that  a  conflict  has  emerged  involving  what 
these  African  American  directors  perceive  as  the 
fundamental  issue  of  community  powerlessness  and  the 
perpetuation  of  dependent  relationships.  Moreover,  these 
directors  argue  that  this  is  the  root  cause  of  the  continuing 
underdevelopment  of  the  African  American  community. 
According  to  Madhubuti's  recent  book,  Black  Men: 
Obsolete,  Single,  Dangerous?,  the  author  sees  community 
work  as  a  struggle  for  the  building  of  institutions,  parties, 
and  nations.  This  kind  of  work  Madhubuti  proposes  is  a 
form  of  empowerment  and  self-help.3 

Of  these  cumulative  factors  the  latter  point  is  the 
overriding  theme  that  needs  to  be  addressed  in  the  future. 
The  sustained  character  of  this  dependency  relationship 
limits  and  fosters  underdevelopment  of  community-based 
organizations.  As  such  the  communities'  capacities  are 
sharply  curtailed.  This  intrinsic  conflict  is  seen  as  a 
microcosm  of  the  larger  issue  of  community  development 
and  self-sufficiency  (i.e.  self-determination).  To  plan  for 
this  type  of  problem,  a  strategic  planning  approach 
encompassing  planning,  field  research,  coordination  of 
multi-community  resources,  education  and  developed  one 
critical  organizing  resource,  the  Massachusetts  Institute  of 
Technology  (MIT)  AIDS  Forum. 

The  MIT  AIDS  Forum 

Dr.  Frank  Jones,  a  professor  of  urban  studies  at  MIT, 
conceived  of  the  MIT  AIDS  Forum.  However,  much  of 
the  idea  for  the  forum  came  from  the  issues  expressed  and 
discussed  by  the  agency  directors  and  the  desire  to  engage 
in  dialogue  with  others  facing  similar  issues.  The  forum's 
purpose  was  to  (a)  serve  as  a  broker  between  the  state  and 
community-based  organizations;  (b)  facilitate  discussions 
among  and  between  diverse  and  geographically-dispersed 
groups  across  the  state;  (c)  act  as  a  conduit  for  distributing 
information,  soliciting  mailing  lists  and  sending 
information  in  the  widest  distribution  range  possible;  and, 
(d)  assist  as  a  planning  vehicle  for  reassessing  the 
problems  and  determining  the  potential  of  statewide 
networking  capacities.  According  to  George  Fraser,  "it  is 
vital  for  African  Americans  to  network  for  their  common 
good... joining  together  to  have  a  greater  impact  for  the 
good  of  their  communities  via  this  new  form  of  the 
Underground  Railroad."4 

The  day-long  forum  featured  Dr.  Deborah  Prothrow- 
Stith  and  Dr.  Benny  Primm,  as  well  as  a  panel  discussion 
made  up  of  representatives  of  the  community-based 
organizations  involved  in  the  interviews  and  Ms.  Shirley 
Gross,  director  of  Bay  view/Hunter's  Point  Foundation  in 
San  Francisco.  Two  persons  living  with  AIDS  (PWA's) 
were  also  present  to  recount  their  past  and  current 
experiences  with  the  epidemic.  At  the  close  of  the  day, 
participants  of  the  AIDS  Forum  had  recommended  nearly 
20  specific  steps  that  could  be  taken  to  strengthen  agencies 
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within  communities  of  color  statewide.  The  four  priority 
recommendations  were  suggested  by  Ms.  Shirley  Gross, 
who  played  a  significant  role  in  designing  a  similar  plan  of 
action  for  community-based  organizations  in  San  Francisco. 

Strategic  Plan 

The  forum  proposed  the  creation  of  a  statewide 
network  called  the  Massachusetts-Black  AIDS  Statewide 
Effort  (M-BASE),  which  would  serve  the  purpose  of  an 
ongoing  capacity  building  mechanism  to  the  particular 
organizations  and  agencies.  In  reality,  the  statewide 
network  should  consist  of  multi-services  and  multi- 
agencies  offering  an  organized  blocking  tactic — a 
bargaining  and  negotiating  or  leveraging  tool.  The  key 
ingredient  of  the  statewide  network  is  not  funding,  but 
coordinated  effort  and  interagency  cooperation.  If 
community  players  can  cooperate  and/or  collaborate  with 
one  another  to  the  extent  necessary,  the  statewide  network 
will  work;  and  the  result  will  upgrade  the  status  of  AIDS 
providers  within  communities  of  color  to  that  of 
community  brokers. 

The  following  is  a  partial  listing  of  recommendations 
of  the  MIT  AIDS  Forum: 

1)  establishment  of  a  minority  research  unit  to  conduct 
research  for  leveraging  co-principal  investigator 
status,  initially  focusing  on  mainstream  institutions 
and  negotiating  for  paid  positions  in  return  for 
accessing  the  minority  AIDS  population  within 
certain  inner  city  communities. 

2)  development  of  an  AIDS  workshop  component  to 
provide  training  to  enhance  the  capacities  of  the 
M-BASE  members.  The  workshops,  proposed  by 
the  directors  of  the  community-based  organizations, 
will  help  develop  new  competitive  strategies  and 
stimulate  expansion  of  existing  resources. 

These  workshops  (i.e.  on  such  topics  as  funding, 
programming,  public  and  private  partnerships, 
outreach,  networking  and  alliance-building, 
publicity  and  marketing,  and  transferring  business 
practices  to  non-profit  agencies)  were  identified  by 
the  agency  directors  as  having  the  most  relevance  to 
agency  survival  in  the  1990s.  This  will  undoubtedly 
be  true  into  the  21st  Century  as  well,  due  in  part  to 
the  increasing  competition  for  human  services 
funding. 

3)  the  MIT  AIDS  Forum  will  serve  as  a  clearinghouse 
for  the  furnishing  of  professional  expertise, 
information,  community  education,  training,  and 
research  for  members  of  communities  of  color  and 
link  them  to  those  national  and  regional 
organizations  addressing  the  issues  of  AIDS. 


4)  improvement  of  the  funding  environment  and 
development  of  a  strategy  for  fundraising  and 

economic  development  for  the  agencies  of  the 
statewide  network  in  order  to  fulfil]  their  philosophy 
of  self-determination  and  self-help.  Thus,  economic 
development  will  have  to  play  a  major  role  in  the 
future. 

Looking  at  the  Future 

The  community-based  organizations  interviewed  in  this 
case  study  are  actively  involved  in  the  communits- 
building  process  as  it  relates  to  the  AIDS  epidemic. 
Collectively,  FIRST,  Inc.,  Prospect  House  and  Northern 
Educational  Services  are  a  new  and  potentially  powerful 
approach  to  the  type  of  community  empowerment 
mentioned  throughout  this  article.  Their  collective 
capacity,  conservatively  speaking,  resembles  the 
consolidation  of  a  giant  statewide  community-based 
organization  in  order  to  exercise  newer  economies  of 
scale,  improved  coordination  and  larger  opportunities  for 
communities  of  color  at  large. 

These  organizations  must  develop  more  community 
development  strategies.  Project  managers,  administrators, 
directors,  community  activists  and  concerned  individuals 
from  all  across  the  community  will  need  to  be  involved  in 
the  process;  they  must  exert  leadership.  At  the  same  time, 
all  will  need  to  cooperate  to  an  unprecedented  degree. 
This  strategic  plan  is  not  exclusively,  nor  solely 
Massachusetts-specific  in  terms  of  attaining  the  salient 
goal  of  community  development.  It  should  also  be  viewed 
as  a  replicable  and  exportable  model  of  community 
empowerment  to  other  states  for  ongoing  utilization. 

Notes 

'AIDS  and  HIV  Infection  in  the  African  American  Community.  Hearing 
before  the  Human  Resources  and  Intergovernmental  Relations  Subcommittee  of 
the  Committee  on  Government  Operations,  House  of  Representatives.  1 03rd 
Congress,  Second  Session.  (September  16,  1994). 

2For  example  of  this  kind  of  oppressive  history,  see  J.H.  Jones,  Bad  Blood: 
The  Tuskegee  Syphilis  Experiment — A  Tragedy  of  Race  and  Medicine.  (New 
York:  The  Free  Press,  1981). 

3H.  Madhubuti,  Black  Men:  Obsolete,  Single,  Dangerous?  (Chicago:  Third 
World  Press,  1990). 

"G.  Fraser,  Success  Runs  in  Our  Race.  (New  York:  William  Morrow  &  Co., 
Inc.,  1994). 


Ron  E.  Armstead,  M.C.P.  is  executive  coordinator  for  the 
Congressional  Black  Caucus  Veterans  Braintrust.  He  currently 
serves  as  a  CBCF  congressional  fellow  in  the  office  of  U.S. 
Representative  Charles  B.  Rangel;  tel:  (202)  225-4365. 
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Coalition  Building: 

Moving  Toward 
Effective  Coalitional 

Strategies  of 

HIV/AIDS  Prevention 

in  Communities 

of  Color 

by  Lisa  Roland 

Black  and  Latino  communities  have  been 
disproportionately  affected  by  HIV/AIDS  in  the  United 
States  and  abroad.  According  to  the  HIV/AIDS 
Surveillance  Report: 

•  Out  of  a  total  of  401,749  reported  AIDS  cases  in  the 
United  States,  130,384  (32%)  and  68,903  (17%) 
cases  were  reported  among  African  Americans  and 
Latinos  respectively.  It  is  important  to  note  that 
African  Americans  make  up  12%  of  the  total  U.S. 
population,  and  Latinos  make  up  8%.  AIDS  cases 
reported  in  the  Asian/Pacific  Islander  and  Native 
American/Alaskan  Native  communities  were  2,706 
and  944  respectively. 

•  The  total  number  of  pediatric  AIDS  cases  attributed 
to  communities  of  color  is  as  follows:  3,199  among 
African  Americans,  1,396  among  Latinos,  30  among 
Asian  Pacific  Islanders,  and  17  American 
Indian/ Alaskan  Native,  together  making  up  4,642  of 
the  5,734  reported  AIDS  cases,  or  approximately 
81%  of  all  pediatric  cases. 

•  Women  of  color  account  for  75%  of  the  total  female 
AIDS  cases  in  the  United  States,  and  men  of  color 
account  for  nearly  50%  of  cases  among  males.1 

Despite  the  overwhelming  burden  carried  by  blacks  and 
Latinos  in  terms  of  AIDS,  it  has  become  evident  that  in 
keeping  with  the  general  and  historical  pattern  of 
discrimination  reflected  in  funding,  allocation  of 
resources,  policies  etc.,  communities  of  color  have 
received  insufficient  support  to  effectively  address  the 
problem  at  hand.  Further  compounding  this  dilemma, 
communities  of  color  have  fought  against  each  other  to 
secure  funding  for  particular  community  programs.  While 
looking  at  our  individual,  immediate,  and  entirely  valid 
needs,  many  of  us  have  at  times  failed  to  see  the  impact  of 
our  individual  actions  and  attitudes  on  a  broader  picture. 

We  cannot  afford  to  fall  into  the  trap  of  confusion 
because  ultimately  it  will  cost  us  the  lives  of  our  brothers 
and  sisters,  and  our  own  lives.  Because  of  the  nature  of 
the  HTV  virus  and  the  rapidly  increasing  rates  of  infection 
in  communities  of  color,  some  kind  of  action  is  warranted 
by  us.  The  overall  slow  and  grossly  inadequate  response 
by  the  United  States  government,  the  health  care  system, 
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and  pharmaceutical  industry  to  the  AIDS  epidemic  is 
indicative  of  the  continued  racism,  sexism,  homophobia, 
classism,  and  other  biases  that  have  been  perpetuated 
throughout  the  history  of  this  country.  We,  as  people  of 
color,  have  been  systematically  excluded  from  funding, 
clinical  trials,  and  access  to  resources. 

Our  response  to  being  relegated,  once  again,  to  a 
position  of  low  priority,  needs  to  be  immediate  and 
collective.  We  need  to  initiate  dialogues  between  ourselves 
with  the  hopes  of  creating  relationships.  HIV/ AIDS  has 
presented  us  with  yet  another  devastating  crisis  around 
which  we  must  rally.  We  need  to  address  the  problem  of 
HIV/ AIDS  in  communities  of  color  on  two  levels:  1)  As 
individual  communities  of  color  we  must  define  the 
specifics  of  HIV/AIDS  in  our  communities  and  create 
appropriate  programs  responsive  to  unique  ethnic,  cultural, 
linguistic  and  other  characteristics;  2)  Communities  of 
color  need  to  come  together  to  respond  to  HTV/ AIDS  by 
developing  a  collective  cross-cultural  voice  and  setting  an 
agenda  reflective  of  and  responsive  to  us  all. 

There  are  a  number  of  steps  that  we  might  begin  to 
take  in  order  to  develop  coalitions  among  and  within 
communities  of  color. 

•  Before  communities  of  color  can  even  sit  down  to 
the  table  together,  we  need  to  be  committed  to  the 
process  and  ultimately  to  the  development  of  a 
collective  agenda. 

•  Once  we  have  a  commitment  to  each  other  and  our 
respective  communities,  we  can  begin  to  learn  about 
each  other,  listen  to  each  other,  tell  our  experiences, 
and  with  this,  we  can  increase  our  understanding  of 
each  other.  Understanding  and  respect  are  critical  to 
the  building  of  coalitions.  In  addition,  it  is  important 
for  coalitions  to  build  upon  and  celebrate  the  diversity 
both  within  and  between  communities  of  color.  Our 
strengths  as  a  coalition  will  come  in  part  from  our 
strengths  as  distinct  communities  working  toward  a 
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collective  goal.  We  should  all  be  well-versed  in  issues 
confronting  various  communities  of  color,  because 
when  one  of  our  communities  is  under  attack,  all  may 
soon  be  targeted. 

•  Together  we  must  openly  discuss  issues  related  to 
the  impact  of  HIV/ AIDS  in  our  communities.  There 
is  great  deal  of  work  that  needs  to  be  done  even 
within  communities  of  color  to  develop  and 
strengthen  coalitions  within  communities.  We  are  not 
monolithic,  and  it  is  important  that  our  diversities  be 
recognized  and  addressed.  Sitting  down  at  the  table 
and  talking,  (even  having  disagreements),  about 
strategies,  or  our  collective  agenda  is  not  an  easy 
task;  however,  if  each  community  represented  at  the 
table  is  committed  to  progress  toward  collective 
struggle,  this  task  is  attainable.  We  will  not  all  agree 
on  all  issues  discussed,  and  that  is  O.K.,  however,  we 
have  to  "agree  to  disagree"  on  some  issues,  while 
remaining  focused/maintaining  focus  on  establishing 
and  implementing  collective  goals  that  respond  to 
community  needs. 

•  Beyond  discussion  we  must  be  committed  to  collective 
action,  and  an  unified  voice.  We  need  to  continue  to 
meet,  to  network,  and  to  support  each  other. 

The  idea  of  working  together  is  simple  and  certainly  not  an 
original  one  to  this  essay.  Coalitions  between  distinct 
communities  of  color  have  been  successfully  developed  in  the 
past;  however,  the  unfortunate  tendency  seems  to  be  a  focus 
on  differences  that  separate  communities.  Coalition  building 
is  essential  for  all  communities  of  color  if  we  intend  to 
literally  "survive"  the  AIDS  epidemic.  With  collective  action, 
our  voice  will  be  louder,  stronger  and  consequently  more 
difficult  to  ignore  or  silence.  We  have  to  be  cognizant  and 
skillful  at  recognizing  distractions  and  attempts  to  divide, 
and  in  fact,  encourages  fighting  amongst  ourselves.  We  have 
to  recognize  the  tremendous  power  communities  of  color 
hold,  particularly  if  we  have  developed  strong  coalitions 
with  other  communities  of  color. 

Successful  coalitions  of  communities  of  color  have 
developed  around  HIV/AIDS  related  work,  as  well  as 
coalitions  with  broad  health  agendas  which  have  addressed 
HIV/AIDS  related  issues.  The  National  Minority  AIDS 
Council  (NMAC),  for  example,  was  created  in  1987  with 
the  objective  of  developing  leadership  in  communities  of 
color  to  fight  effectively  against  HIV  in  our  communities. 
Since  that  time,  NMAC  has  developed  into  an  agency  with 
an  annual  budget  of  over  1  million  dollars  and  a 
membership  of  approximately  600  minority  community- 
based  organizations.  NMAC  works  in  areas  such  as  policy, 
strategic  planning,  skills  building,  and  technical  assistance. 
Among  NMAC's  notable  accomplishments,  they  have 
consolidated  the  knowledge  and  expertise  representative  of 
communities  of  color  into  useful  manuals  for  service 
providers  and  communities  at  large,  and  they  hold  an 
annual  skills  building  conference  which  last  year  brought 
together  over  2,000  individuals  from  diverse  communities 
across  the  country.  (NMAC  is  the  only  national 
organization  that  is  solely  dedicated  to  working  with 
people  of  color  on  issues  related  to  AIDS.) 


In  New  York  state,  a  reccntk   formed  coalition.  AIDS 

Coalition  for  Community  Empowerment  (ACCE),  is 

demonstrating  the  importance  and  possibilities  ol  coalition 
building  for  communities  of  color.  This  coalition  is 
composed  of  24  Multiple  Service  Agencies  (MSA)  and  13 
Community  Development  Initiatives  (('1)1 )  serving  Nev% 
York  state's  people  of  color  related  to  HIV/AIDS.  The  goals 
of  this  coalition  include  the  following:  to  provide  technical 
assistance  and  disseminate  HIV-relaied  polic)  information; 
to  coordinate  local  efforts;  to  collaborate  with  policymakers 
for  effective  responses  to  HIV/AIDS  in  communities  of 
color;  and,  to  enlist  the  support  of  other  organizations  in  the 
development  of  comprehensive  state  and  local  HIV/AIDS 
funding  agendas.  MSA  programs  provide  comprehensive 
direct  services  to  people  living  with  HIV/AIDS  along  with 
risk  reduction  and  prevention  interventions.  CDI 
organizations  focus  on  developing  local  AIDS  leadership  to 
foster  broad  community  support  and  participation  in 
HIV/AIDS  throughout  our  communities.  Thus  far,  ACCE 
has  been  instrumental  in  advocating  for  funding  initiatives 
delivered  by  and  targeting  communities  of  color,  and  ACCE 
organizations  are  demonstrating  that  their  program  models 
are  most  effective  in  reaching  communities  of  color,  a 
premise  that  many  are  working  to  disprove.  ACCE  has 
come  under  attack,  particularly  by  Community  Service 
Provider  agencies,  who  doubt  the  ability  of  communities  of 
color  to  most  effectively  serve  their  own  communities. 
Despite  both  external  and  internal  strategies  to  fracture  the 
coalition,  members  continue  to  meet  regularly,  as  a  means  of 
reaching  common  goals  and  developing  understanding 
among  diverse  communities  of  color. 

Although  there  are  individuals  and  organizations 
working  to  prevent  the  spread  of  HIV/AIDS  utilizing 
coalitions  as  a  framework,  such  efforts  seem  few  and  far 
between.  Any  collective  actions  such  as  those  proposed  in 
this  essay  need  to  take  place  on  multiple  levels  and  at  the 
same  time,  so  that  as  we  work  on  a  community  based 
level,  we  are  also  working  on  statewide,  regional,  national 
and  even  international  levels.  Building  coalitions  around 
AIDS-related  issues  does  not,  by  any  means,  suggest  that 
we  ignore  or  deny  our  differences  in  the  process.  A 
significant  part  of  the  challenge  we  face  is  to  work  toward 
the  same  goals  and  to  acknowledge  our  differences  as  we 
explore  our  commonalities  as  oppressed  people.  All 
communities  of  color,  African  American,  Latino/ 
Hispanic,  Asian  and  Pacific  Islander,  Native  American. 
Arab  America/Caldean  have  to  participate  in  bridging  the 
gaps  created  to  divide  and  weaken  our  responses. 

Given  this  very  critical  moment  in  our  history,  we  need  to 
be  prepared  to  challenge  ourselves  and  each  other  about  the 
AIDS  virus,  so  we  can  move  towards  developing  a  common 
and  concrete  agenda  to  resolve  this  problem. 

Notes 

'Centers  for  Disease  Control  and  Prevention.  HIV/AIDS  Surveillance  Report. 
Mid-year  Addition.  Vol.  6,  No.  1,  (June  1994). 

Lisa  Roland,  M.P.H.  is  director  of  the  HIV  Department  at 
the  Family  Health  Center  of  Newburgh,  Inc.  in  Newburgh, 
New  York. 


33 


Warning:  Urban 

Living  May  Be 

Hazardous  to  Your 

Health:  A  Personal 

Perspective 

by  Frederick  G.  Adams 

As  a  result  of  remarkable  scientific  and  medical 
achievements  of  the  20th  century,  we  now  know  that  full 
and  quality  health  is  within  reach  for  all  Americans.  Yet, 
despite  these  achievements,  the  burdens  of  inadequate 
health  services  too  often  falls  more  heavily  on  some 
population  groups  moreso  than  on  others.1  The  fact  that 
this  "gap"  in  health  status  occurs  more  frequently  among 
people  with  low  income  and  people  belonging  to 
racial/ethnic  minority  groups,  in  particular  African 
Americans,  has  been  well  documented  nationally.2  Not 
only  does  the  "gap"  in  the  health  status  experienced  by 
these  groups  include  consistently  higher  excess  mortality 
and  overall  poor  health  as  measured  by  infant  mortality 
rates  and  disability  levels,  but  it  also  involves  disparities 
in  health-related  information  and  resources.  This  lack  of 
information,  in  turn,  leads  to  behaviors  not  conducive  to 
good  health. 

Health  priorities  relevant  to  African  American 
populations  throughout  the  United  States  vary  from 
violence  and  abusive  behavior  on  the  urban  scene  to 
diet/obesity  and  related  morbidity  on  the  rural  scene.  The 
morbidity  and  mortality  status  of  African  Americans 
largely  relates  to  the  historical  "plantation  impact"  on 
contemporary  health  status  data  regardless  of  urban,  rural 
or  suburban  location.  Violence  and  abusive  behavior  are 
topics  in  need  of  consensus  focusing  throughout  the 
country. 

African  American  organizations  throughout  the  country 
are  extremely  important  in  fashioning  new  partnerships  to 
address  problems  of  poor  health,  including  violence, 
lifestyle  behavioral  abuses,  and  premature  and 
preventable  morbidity  and  mortality  consequences. 
Without  new  partnerships  with  African  American 
organizations  that  impact  the  human  infrastructures  at 
risk,  the  burden  of  poor  health  will  continue  to  fall  more 
heavily  on  the  African  American  population  than  on  any 
other  multi-ethnic  population.  The  disparity  in  health 
status,  nationally,  places  African  Americans  at  heightened 
risk  for  illness  and  premature  mortality.  Not  only  does  this 
gap  in  health  status  include  consistently  higher  chronic 
disease,  excess  mortality  and  morbidity,  it  also  involves 
disparity  in  access  to  disease-related  information  and 
resources.  An  understanding  of  the  essential  importance 
of  new  institutional  partnerships  must  become  a 
fundamental  part  of  our  pursuit  to  improve  the  health 
status  of  African  Americans. 


A  review  of  Hartford,  Connecticut's  health  problems 
helps  to  illustrate  two  points  about  the  institutional 
partnerships  necessary  for  effective  health  strategies.  The 
first  is  that  organizations  and  institutions  in  the  African 
American  community  must  pursue  partnerships  to 
increase  health  information  available  to  people.  But  the 
second  is  that  .armed  with  such  information,  people  must 
alter  or  change  behaviors  that  are  medically  self- 
destructive. 

During  my  tenure  as  Commissioner  of  Health  for 
Connecticut's  Department  of  Health  Services,  I  collected 
considerable  information  that  showed  the  City  of  Hartford 
is  still  in  the  grips  of  a  number  of  serious  health  problems. 
Hartford  has  a  significant  poor  infant  health  problem,  for 
instance.  Hartford  residents  of  all  ages  engage  in  many 
activities  that  are  self-destructive.  The  death  rate  among 
residents  over  the  age  of  25  for  nearly  all  of  the  leading 
causes  of  death,  except  suicide,  is  higher  than  the 
statewide  rate.  Finally,  along  with  poverty,  the  root  cause 
of  much  of  Hartford's  health  problems  is  poor  lifestyle 
habits. 

More  than  133,000  people  live  in  the  state's  capital; 
over  half  the  population,  65  percent  or  greater,  is  made  up 
of  minority  populations.  For  1993,  the  last  year  with 
available  figures,  55  percent  of  the  population  fell  below 
the  poverty  level.  In  fact,  between  1970  and  1980,  the  city 
moved  up  from  45th  to  4th,  as  the  poorest  city  in  the 
nation.  Its  per  capita  income,  $8,677,  is  the  lowest  in 
Connecticut.  The  state  health  department's  information 
further  shows  that  Hartford  mothers  continue  to  have 
difficulty  with  successful  births.  To  list  just  some  of  the 
statistics  involving  infant  health  in  Hartford,  the  death  rate 
is  over  18  per  1,000  live  births.  That  figure  compares  with 
9.1  per  1,000  live  births  for  the  entire  state.  Of  all  live 
births  from  1985  to  1993,  33.5  percent  were  to  teens.  Less 
than  9  percent  were  to  teens  statewide.  Finally,  low  birth 
weight  rates  present  a  problem  for  Hartford;  383.9  low 
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birth  rates  per  100,000  compared  with  statewide  figures  of 
354.3  per  100,000. 

Hartford's  problems  could  be  side-stepped  with  good 
prenatal  care  and  good  health  habits  on  the  part  of  the 
mother  during  pregnancy.  Hartford  is  very  much  involved 
with  trying  to  improve  the  health  of  its  infants.  Currently, 
the  Hartford  Action  Plan  on  Infant  Health  pools  the 
resources  and  expertise  of  three  area  hospitals  to  reduce 
the  mortality  and  morbidity  of  infants.  There  is  no 
question  that  the  city  needs  to  continue  these  kinds  of 
efforts  at  addressing  its  infant  health  problems. 

Hartford  residents,  however,  do  engage  in  too  many 
forms  of  self-destructive  activities.  As  an  example, 
homicide  is  the  second  leading  cause  of  death  among  the 
city's  children;  making  up  10  percent  of  all  deaths.  It  is 
the  leading  cause  of  death  among  the  city's  adolescents. 
Hartford's  rate  does  not  differ  significantly  from  other 
rates  in  Connecticut  in  these  two  age  groups.  However, 
the  city's  homicide  rate  takes  a  significant  jump  among 
adults.  In  1988  there  were  25.2  murders  per  100,000 
residents  in  Hartford.  That  figure  compares  with  5  per 
100,000  for  the  entire  state.  Drugs,  violence,  and  crime 
play  a  significant  role  in  these  public  health  figures,  as 
well.  Drugs  play  a  significant  role  in  another  of  the  city's 
health  problems.  In  1987,  the  first  year  that  AIDS  began 
to  be  reported  as  a  separate  cause  of  death,  Hartford  adults 
suffered  more  than  others  statewide.  The  state  health 
department  figures  show  HIV  infection  in  Hartford  is 
more  the  result  of  intravenous  drug  use  than  heterosexual 
and  homosexual  relations.  The  problem  of  drug 
dependency  also  expresses  itself  in  problems  of  alcohol 
abuse  and  cirrhosis  of  the  liver.  During  the  middle  age 
years,  mortality  from  these  two  problems  is  significantly 
higher  in  Hartford  than  throughout  the  state. 


Violence  and  abusive  behavior  are  topics  in  need 
of  consensus  focusing  throughout  the  country. 


Interestingly,  problems  of  death  and  injury  from  motor 
vehicle  accidents  among  the  city's  adolescents  and  young 
adults  is  significantly  lower  than  statewide.  The  number 
one  cause  of  death  for  this  age  group  throughout 
Connecticut  is  motor  vehicle  accidents.  This  lower  death 
rate  may  have  something  to  do  with  the  difference  in 
access  to  motor  vehicles  among  Hartford  teenagers  as 
compared  with  teenagers  statewide.  That  rate  may  be  one 
of  the  few  positive  aspects  of  poverty  in  Hartford. 

As  in  the  rest  of  the  state,  cardiovascular  disease  is  the 
leading  cause  of  death  in  Hartford.  However,  death  rates  in 
Hartford  are  significantly  higher  than  in  the  rest  of  the  state. 
African  Americans  are  known  to  suffer  more  from 
cardiovascular  disease  than  the  white  population.  As  a 
result,  the  high  cardiovascular  disease  rate  in  Hartford 
would  be  expected  since  upwards  of  45  percent  of  the 
population,  according  to  1990  figures,  is  African  American. 

The  City  of  Hartford  and  the  State  Department  of 
Public  Health  and  Addiction  Services  must  redirect  and 


refocus  their  efforts  at  solving  the  aforementioned 

predictable  health  problems  of  Hartford.  Ai  both  levels 
there  is  no  existence  of  a  department  that  focuses  OD 
"minority  health"  and/or  multi-ethnic  health  affairs  |,, 
me,  that  is  unconscionable  in  the  year  1995.  The  city's 
infant  health  problems  remain  atrocious.  Programs  need 
to  be  augmented,  including  new  planning  foi 
infrastructure  penetration  to  lower  the  death  rate  from 
self-destructive  habits,  especially  those  involving  druy 
abuse.  Now  the  real  culprit,  improvements  in  lifestyles 
(smoking,  diet,  exercise,  stress  reduction,  etc.)  must  be 
planned  for  and  implemented  to  reduce  the  ill  effects  of 
the  city's  poor  health  status.  For  after  all.  wc  are  focusing 
on  the  capital  of  the  State  of  Connecticut,  one  of  the 
richest  states  on  a  per  capita  basis,  in  the  United  States. 

The  major  findings  in  this  essay  constitute  a  "wake-up" 
call.  New  policies  must  increase  funding  for  community 
service  and  applied  research  programs  applicable  to  the 
population.  Policies  favoring  the  collection  of  ethnic- 
specific  data  must  accompany  additional  resources  which 
target  culturally  appropriate  community-based  programs 
and  services.  In  order  to  prevent  a  shameful  exacerbation 
of  the  health  status  of  multi-ethnic  populations  residing  in 
urban  centers,  community  programs  should  develop  ways 
to  increase  the  use  of  preventive  resources,  address 
system  barriers,  such  as  lengthy  delays  in  clinics  and 
satellite  centers  serving  the  populations  at  risk  and 
improve  follow-up  services.  All  are  critical  components 
of  comprehensive  primary  and  secondary  preventive 
measures. 

It  is  my  belief  that  health  hazards  can  be  drastically 
reduced  in  urban  centers  throughout  the  United  States,  if 
African  American  leadership  within  the  community  not 
only  advocate  for  change,  but  also  plan  for  change  in 
partnership  with  all  interested  parties  within  their 
communities.  In  order  to  run  the  race  of  improvement  it  is 
essential  that  we  take  the  first  step  to  encourage  others  to 
"get  into  the  race."  Partnerships  for  improvement  will 
happen  once  the  example  has  been  demonstrated  and 
community  infrastructure  involvement  at  every  level  of 
planning  has  been  utilized.  There  is  every  reason  to 
believe  that  we  can  accomplish  the  goals  set  out  in  Health 
People  2000,  "The  National  Health  Promotion  and 
Disease  Prevention  Objectives."  The  issue  is  whether  or 
not  the  wake-up  call  has  been  heard  and  how  quickly  we 
will  respond.  It  is  obvious,  however,  that  if  the  wake-up 
call  has  not  been  heard  there  will  be  no  mobility  and  a 
first  step  will  never  be  taken,  thus,  no  progress  or 
significant  improvement  will  be  made. 

Notes 

'U.S.  Department  of  Health  and  Human  Services:  Healthy  People  2000: 
National  Health  Promotion  and  Disease  Prevention  Objectives.  (Washington, 
D.C.:  U.S.  Government  Printing  Office,  September  1990). 

2The  African  American  Task  Force  for  the  Unity  in  Health.  Diversity  in 
Culture  Conference.  Sponsored  by  the  California  Department  of  Health  Services, 
Health  Promotion  Section,  (June  1991). 

Frederick  G.  Adams,  D.D.S.  is  president  and  founder  of  ADA- 
CHAMP  Group,  Inc.  He  was  the  former  Commissioner  of 
Health  for  the  State  of  Connecticut. 
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Increasing  the 

Number  of  Black 

Health  Professionals: 

A  Case  of 

Commitment  and 

Belief  in  Students 

by  Harold  Horton 

Play  It  Again,  Sam 

The  infant  mortality  rate  is  as  high  as  ever  in  the  Black 
community;  dental  care  is  yet  nil  or  almost  non-existent 
for  the  vast  majority  of  Black  children;  and  hypertension 
continues  to  be  a  major  problem  in  the  Black  community.1 
Hence,  even  as  we  approach  the  21st  Century,  healthcare 
in  the  Black  community  is  yet,  as  the  song  stated  in  the 
movie,  Casablanca,  "it's  still  the  same  old  story."  There  is 
seldom,  if  ever,  a  single  solution  to  a  catastrophic 
problem,  but  some  kinds  of  solutions  do  stand  out  as 
logical  and  effective.  Training  Black  physicians,  who 
would  be  privileged  to  practice  in  their  community,  could 
contribute  greatly  to  health  awareness  and  healing  in  the 
Black  community.  Unequivocally,  there  is  a  definite  need 
to  increase  the  numbers  of  Blacks  in  the  health 
professions,  in  as  much  as  their  underrepresentation  in 
such  fields  is  directly  related  to  poor  healthcare  and 
services  available  to  Black  Americans.  However,  here 
again  "it's  still  the  same  old  story"  in  that  the  percentage 
of  people  of  African  descent  in  the  health  professions  in 
the  United  States  remains  statistically  and  significantly 
low.  Nevertheless,  we  continue  to  hear  prestigious 
medical  schools  say,  "We  would  love  to  increase  our 
percentage  of  students  of  color,  but  we  just  can't  find 
them,  plus  they  are  so  poorly  academically-prepared  when 
they  leave  high  school,  as  well  as  college." 

Perhaps  as  the  authors  of  the  Bell  Curve  and  other  such 
publications,  and  even  some  educators  at  prestigious 
universities  propose,  the  problem  is  that  Blacks  are  born 
innately  intellectually-inferior,  or  perhaps  simply  unable 
to  cope  with  rigorous  science  and  math  curriculum  in  high 
school  nor  in  college,  let  alone  in  medical  school.  I  am  of 
the  opinion  however,  that  children  begin  school  curious 
and  open  to  learning  even  the  most  complex  subject 
matter.  This  one  belief  can  be  the  basis  for  producing 
more  Black  doctors  and  health  professionals,  and  hence 
generating  a  healthier  Black  community. 

The  Head  Start  Program  has  shown  that  urban  students 
can  perform  well,  academically,  in  spite  of  their  poor 
backgrounds  and  uncaring  schools.  Teachers  in  urban 
schools  usually  have  negative  attitudes  toward  their 
students  and  the  conditions  in  their  schools  and  urban 
communities  at  large.  Urban  public  school  teachers  tend 
not  to  prefer  working  in  such  areas.  Likewise,  many 


teachers  graduated  from  white  middle-class  universities 
and  colleges  of  education  that  programmed  them  to  think 
that  Black  and  Latino  children  were  problem  students, 
troubled  or  emotionally-disturbed.  Hence  in  many  urban 
school  districts  such  as  Boston,  the  percentage  of  students 
of  color  in  "special  education"  classes  is  near  25%  of  the 
total  students  enrolled  in  the  school  district;  whereas  the 
national  average  of  students  enrolled  in  special  education 
in  any  given  school  district  in  the  nation  is  7%. 

Black  urban  students,  unequivocally,  though  they  may 
be  members  of  low-income  or  single-parent  families,  are 
as  capable  as  any  student  of  learning  cognitive, 
intellectually  academic  content.2 

The  Committed  Ones 

Today,  a  small  Black  college  with  very  limited 
resources,  currently  leads  all  colleges  and  universities  in 
the  nation  in  preparing  and  getting  Black  students 
admitted  to  medical  school,  due  in  part  to  this  kind  of 
philosophy  and  the  work  of  committed  educators.  This 
university,  which  remains  the  only  Black  Roman  Catholic 
college  in  the  United  States,  even  surpasses  the  most 
prestigious  schools  of  the  nation,  including  Stanford, 
Johns  Hopkins,  Harvard  and  MIT.  In  1993  Xavier 
University  placed  49  Black  students  into  medical  school; 
in  1994,  55  students  and  in  1995,  69  students. 

The  need  for  physicians  and  other  professionals  of 
color  in  the  medical  field  is  obvious  and  conclusive.  The 
question,  today,  is  when  will  leading  universities  and 
colleges  cease  complaining  about  what  they  cannot  do 
with  regard  to  this  matter  and  get  on  with  the  job  of 
growing  their  own?  Black  students  from  urban  areas  such 
as  Chicago,  Boston,  New  York,  Atlanta,  Los  Angeles  and 
Cleveland  seek  out  Xavier  University.  Why? 

The  primary  reason  is  because  of  educators  like  Dr. 
J.W.  Carmichael,  Jr.,  professor  of  Chemistry  and  the  pre- 
medical  adviser  who  believes  that  urban  students  have  the 
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potential  and  capacity  to  learn  rigorous  academic  content. 
Professor  Carmichael  respects  urban  students  and  sets 
high  standards  of  expectations  of  them.  He  and  the  staff  at 
Xavier  University  challenge  students  rather  than  pity 
them.  He  encourages  students  to  believe  in  themselves 
and  realize  that  they  are  capable  of  becoming  whatever 
they  are  willing  to  work  and  study  to  become.  Dumb, 
stupid,  uneducable,  and  other  such  derogatory  ways  of 
referring  to  urban  students  is  not  in  the  vocabulary  of  Dr. 
Carmichael.  As  Professor  Carmichael  explained, 
"...promoting  (positive)  self-esteem  is  not  a  euphemism"3 
at  Xavier.  Dr.  Carmichael's  and  the  attitudes  that  other 
professors  hold  toward  the  students  are  probably  the  most 
crucial  factor  contributing  to  the  academic  success  of 
students  at  Xavier.  Students  at  every  level  of  schooling 
are  cognizant  of  the  attitudes  that  teachers  hold  toward 
them,  hence,  when  students  are  treated  as  being 
uneducable  it  follows  that  they  respond  in  like  manner.4 

Children  begin  school  curious  and  open  to 
learning  even  the  most  complex  subject  matter. 


In  the  Scriptures,  at  one  point.  Paul  Stated  tO  the 
Thessalonians.  that  "1  not  only  shared  the  Gospel  ol  our 
Lord  and  Savior  with  you.  hut  as  well.  I  shared  ni\  ver\ 
self  with  you."''  Thank  God  for  professors,  administrators, 
as  well  as  the  Board  of  Trustee  members  at  \a\ici  who 
give  of  themselves  in  assisting  students  to  succeed  in 
college,  as  well  as  getting  admitted  to  medical  schools.  II 
more  universities  believed  in  the  potential  of  Black 
students,  and  ensured  the  presence  of  committed 
educators,  then  in  just  a  few  years  this  country  would 
significantly  increase  the  number  of  Black  professionals 
and  doctors. 


Notes 

'J.E.  Blackwell,  "The  Health  of  Black  Americans."  The  Black  Communm: 
Diversity  and  Unity.  (New  York:  Harper  Collins.  1991 ),  400-420. 

2"Black  Issue  Profile  of  Dr.  Frank  Hale.  Jr.:  Higher  Education's  Man  for  all 
Seasons."  Black  Issues  in  Higher  Education,  (December  21,  1989).  5. 

'Susan  Chira,  "Tiny  Black  College  Takes  High  Road  in  Sciences."  New  York 
Times,  (March  28,  1990). 

4Kenneth  Clark,  Dark  Ghetto.  (New  York:  Harper  and  Row.  1965).  128. 

5Susan  Chira,  "Tiny  Black  College  Takes  High  Road  in  Sciences." 

&The  New  Testament,  I  Thessalonians  Chapter  2:8. 


As  stated  earlier,  with  a  student  enrollment  of  nearly 
3,000,  Xavier  University  is  the  leading  producer  of  Black 
medical  and  pharmacy  students  in  the  nation  and  many  of 
these  students  have  combined  SAT  scores  no  higher  than 
850.5  Undoubtedly,  Dr.  Carmichael  and  other  professors 
maintain  faith  in  the  students'  ability  to  learn  physics, 
chemistry,  calculus  and  other  academically-challenging 
science  and  math  courses. 


Harold  Horton,  Ph.D.  is  associate  director  of  the  Trotter 
Institute.  He  is  also  director  of  the  Boston  Minority  Teacher 
Preparation  Program  and  teaches  in  the  doctoral  program  in 
the  Graduate  College  of  Education  at  UMass  Boston. 
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Announcements 


IMPORTANT  NOTICE: 


The  Fall  1995  issue  of  the  Trotter  Review  will  feature  a  new  format.  For  our  subscribers'  convenience  and  pleasure,  it  is 
anticipated  that  the  publication  will  be  book-style  with  a  perfect  bind.  We  would  appreciate  any  feedback  on  the  ne\s  formal 
once  you  have  received  the  issue. 


The  Trotter  Institute  is  in  the  process  of  planning  subsequent  issues  of  the  Trotter  Review.  The  possible  focus  tor 
upcoming  editions  are: 

The  information  superhighway; 
The  impact  of  the  media  on  the  Black  community; 
Ideology  in  the  Black  community; 
Affirmative  Action  and  Communities  of  Color; 
Race  and  politics. 


Please  contact  us  if  you  have  ideas  or  suggestions  for  the  Trotter  Review.  If  you  would  like  to  submit  an  article  for 
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